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ODERN stomach surgery dates back not 
more than about thirty years. Though 
operations on the stomach (gastrotomies) 

had been performed for many centuries, the mod- 
ern era of stomach surgery was started by Bill- 


-roth and Woelfler. Billroth published a series of 


four resections of the pylorus for carcinoma in 
1881, and Woelfler performed his first gastro- 
enterostomy in the same year. These two epochal 
contributions to the surgery of the stomach are 
the landmarks in the modern development of 
stomach surgery. 

The performance of the first cholecystectomy 
by Langenbuch (1882) coincides very closely with 
Woelfler’s first gastro-enterostomy (1881); yet, 
whereas the surgical technique in the treatment 
of gall-bladder diseases seems to have come to a 
standstill, inasmuch as no fundamental changes 
have been added during the last ten years, surgery 
of the stomach is still in a developmental stage. 
Even the last few years have produced and de- 
veloped many new operative procedures in the 
treatment of diseases of the stomach. Many 
points of technique in gastric surgery are still 
under discussion. 

In this paper we shall confine ourselves strictly 
to a review of the development of surgical tech- 
nique in stomach surgery and operative results 
obtained by different procedures, without enter- 
ing into the question of diagnosis, after-treat- 
ment, etc. In other words, it is our object to 
review the different operative procedures used in 
the surgical treatment of diseases of the stomach 
at present and to compare the results obtained by 
these different methods. 


MALFORMATIONS AND MALPOSITIONS 


Malformations of the stomach are very rare. 
Eppinger and Schwarz have reported a case of 
microgastry in a healthy young woman thirty- 
five years old. Her stomach consisted of a tube 
about three inches long, its lumen being not larger 
than that of the small intestine. The patient had 
been perfectly well up to her thirty-second year. 
The case, though verified only by the X-ray and 
not by autopsy findings, is of considerable inter- 
est, as it shows that even with a very minute 
stomach perfect health can be maintained. This 
point has special value in reference to the question 
of total gastrectomy, where we shall discuss it in 
detail. 

A very rare condition in the stomach is the for- 
mation of diverticula. The rarity of their oc- 
currence is rather surprising. One might assume 
that in a dilated and hypertrophic stomach with 
pyloric stenosis the occurrence of diverticula 
would be as frequent as the occurrence of bladder 
diverticula in prostatic hypertrophy. As a mat- 
ter of fact, they are extremely rare, whereas, on 
the other hand, cesophageal and intestinal diver- 
ticula are by no means uncommon. Even diver- 
ticula in the duodenum just beyond the pylorus 
are not very rare. Wilkie collected 68 cases from 
the literature five years ago. 

A true diverticulum of the stomach was de- 
scribed by Ferguson. Other cases reported, 
as those described by De Quervain and Tilger, 
were secondary to cholelithiasis (traction-diver- 
ticles). The pocket formation of the penetrating 
gastric ulcer of the stomach —a very frequent 
phenomenon — does not present a real divertic- 
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ulum. True diverticula are mostly accidental 
postmortem findings. Evidently they do not 
cause trouble to the patient and do not require 
operation, unless they are secondary to some 
other disease. The rarity of a true diverticulum- 
formation in the stomach is well exemplified by 
Carman’s statement, of the X-ray Laboratory, 
Mayo Clinic, that he has observed only one case 
of gastric diverticulum. 

. The most frequent malposition of the stomach 
is the so-called gastroptosis,— often called 
Glénard’s or Stiller’s disease. It is usually co- 
incident with ptosis of other organs in the abdo- 
men (general visceroptosis, enteroptosis, neph- 
roptosis, etc.). Glénard considered gastroptosis 
due to some mysterious liver condition; Stiller, 
as due to a congenital, universal asthenia. 

The great majority of these cases should be 
treated medically. There are, however, a small 
percentage of cases in which the patients suffer 
from prolonged stagnation of food in the stomach 
and require operation. The X-ray shows a 
large residue in the stomach from six to twelve 
hours after the ingestion of food, and if medical 
therapy has failed, an operative correction of the 
malposition of the stomach is indicated. Two 
ways are open for the establishment of proper 
drainage, either the suspension operation (Rov- 
sing, Duret, Coffey, Beyea) or gastro-enteros- 
tomy. 

Rovsing’s operation is performed in the follow- 
ing manner: 

An incision is made through the upper part of 
the right rectus muscle. Three rows of sutures 
are introduced on the anterior surface of the 
stomach parallel with the lesser curvature, run- 
ning from the cardial end down to within about 
two or three inches of the pylorus; these sutures 
take up part of the musculature of the stomach 
and the rows are about three-fourths of an inch 
apart; the ends are left long and are threaded on 
a cutting needle and passed from within out, 
through the entire thickness of the abdominal 
wall; those on the left side emerge close to the 
costal margin, and those on the right side at a 
lower level to the right of the incision. The 
anterior surface of the stomach is scarified with 
a fine needle to insure adhesion to the parietal 
peritoneum. If the liver is low, the suspensory 
ligament is shortened, and then the prolapsed 
colon is attached to the lower border of the stom- 
ach by linen sutures, shortening the gastrocolic 
omentum slightly. Heavy linen sutures are used 
in the stomach, and after the abdominal wall 
is closed in layers, the suspension sutures are 
tied over a square piece of glass covered with 
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gauze. The sutures are left in for four weeks, 
when the patient is allowed to leave the bed. 

Rovsing reports 256 cases, of which 163 were 
operated upon: complete cures, 162; great im- 
provement, 33; improved, 18; slight improvement, 
32; death, rr. 

Duret’s operation consists in the passing of a 
continuous fine silk suture from right to left 
through, first, the fascia, muscle, and peritoneum 
of the abdominal wall and the serosa and muscu- 
laris of the stomach near the lesser curvature; 
then twice at intervals through the parietal peri- 
toneum (left intact in the upper third of the inci- 
sion) and the serosa and muscularis of the 
stomach, following the line of the lesser curva- 
ture, and finally through the peritoneum, muscle, 
and fascia of the abdominal wall of the opposite 
side. The suture .is placed in the wound just 
below the xiphoid cartilage. When the suture is 
knotted, the stomach is elevated and the lesser 
curvature firmly fixed to the abdominal wall. 

Coffey elevates the stomach by suturing the 
greater omentum, at a point one inch below the 
attachment to the transverse colon, to the ante- 
rior abdominal wall about one inch above the 
umbilicus. 

The principle of Beyea’s operation is that by 
placing three rows of interrupted silk sutures 
from above downward and from right to left 
through the gastrohepatic and gastrophrenic 
ligaments a single broad transverse fold or plica- 
tion is formed in the ligaments, shortening these 
ligamentary supports and elevating the stomach 
to normal position. 

Bircher has tried to reduce the size of the stom- 
ach by plication. 

It seems to be very doubtful still whether these 
different forms of operation give better clinical 
results than a simple gastro-enterostomy. If the 
gastro-enterostomy stoma is placed rather high 
up on the posterior wall of the stomach, proper 
drainage will be permanently obtained and the 
stomach will return to its normal size in due time. 
The objection to the plastic operations is that in 
these emaciated patients fixation methods are 
apt to give way to tension and thus prevent per- 
manent cures. Rovsing’s results are certainly very 
gratifying. However, it seems that a broad fixa- 
tion of the stomach to the anterior abdominal 
wall may not only interfere with the normal 
movements of the stomach, but may cause tech- 
nical difficulties in subsequent operations. 

Sleeve resections of the stomach, as suggested 
by Schlesinger, are certainly contra-indicated. 
No benefit can be expected from such a radical 
procedure in an atonic stomach. 
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An interesting complication of the ptosed 
stomach is the possibility of the stomach turning 
around its own axis, thus causing a volvulus. 
Such cases have been reported by Kocher, Berg, 
Borchardt, and others. Kocher reviewed 28 cases, 
with 13 recoveries; 7 of these cases were compli- 
cated by hour-glass formation of the stomach. 
The simple volvulus cases can be permanently 
cured by a simple reduction of the stomach into 
its normal place as, for instance, in Berg’s case. 
The volvulus secondary to hour-glass stomach 
will require more complicated operative pro- 
cedures. 

A not uncommon malposition of the stomach is 
its transposition into the pleural cavity through 
a diaphragmatic hernia. There are about 1,000 
cases of hernia of the stomach reported in the 
literature. Diaphragmatic hernia is caused either 
by a congenital defect or by traumatism. Most 
of the cases reported were accidental autopsy 
findings. Before roentgenography became avail- 
able, a correct diagnosis could not be made with 
certainty during life. Fifty-three of these cases 
were operated upon, 11 through the thorax and 
42 by laparotomy, with 14 recoveries (Scudder). 
The abdominal route seems to be preferable. 

Many of these cases of hernia of the stomach do 
not cause marked symptoms. If the defect in the 
diaphragm is very large, patients having this 
abnormality can go through life without suffer- 
ing much discomfort. In other cases, however, 
serious complications arise from this abnormal 
position of the stomach. Gordon reports a per- 
forated ulcer in the sac of a large diaphragmatic 
hernia. Downes cured a seven-year-old boy by 
gastrojejunotomy, who had a complete obstruc- 
tion of the duodenum through incarceration 
of the stomach in the hernial sac. On account of 
the poor condition of this patient, a radical opera- 
tion was not attempted. 

It is advisable, when possible, to replace the 
stomach into the abdominal cavity and close the 
defect in the diaphragm in order to prevent a 
recurrence. 

The four principal operative procedures on the 
stomach can be grouped as follows: gastrotomy, 
gastrostomy, gastro-enterostomy, and gastrec- 
tomy. 

GASTROTOMY 

Gastrotomy is used for the exploration of the 
stomach: (1) for the removal of foreign bodies 
from the stomach and lower end of the cesopha- 
gus; (2) for the removal of benign tumors from 
the interior of the stomach; (3) for gastric hem- 
orrhage. 

The position and direction of the incision varies 
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according to the requirements of the individual 
case. The incision is usually made in the middle 
portion of the stomach and carried in its longi- 
tudinal axis. A safe closure of the incision is ob- 
tained by a two- or three-layer suture. 

Gastrotomy has to be resorted to rather fre- 
quently for the removal of foreign bodies from 
children (hairpins, coins, etc.). It is a simple 
operation and is not attended with any mortality, 
even when done in early childhood. 

A not uncommon indication for gastrotomy is 
the removal of large hair-balls (so-called tricho- 
bezoars) from the stomach, occurring exclusively 
in young hysterical females. The diagnosis can 
be made with certainty since the X-ray era, as the 
hair-balls produce a peculiar sharply outlined 
shadow on the plate. Matas has lately collected 
44 operated cases from the literature, and points 
out the excelleht operative results obtained. 

Gastrotomy is the proper treatment for the 
removal of benign tumors of the stomach. Be- 
nign tumors of the stomach, adenomata, myoma- 
ta, fibromata, lipomata, are very rare. Among 
3,500 autopsies, Tilger found 14 benign tumors 
of the stomach. It is certainly a peculiar fact 
that the organ which is the most frequent seat 
in the body for cancer hardly ever shows a benign 
tumor. Ulcer and cancer are practically the only 
surgical diseases occurring in the stomach. 
Even syphilis, tuberculosis, and sarcoma are so 
rare that they are practically negligible. This 
certainly points to an intimate connection be- 
tween ulcer of the stomach and carcinoma, though 
at the present time the question is by no means 
settled. Basch, Erdmann, and Campbell have 
lately reported cases of local removal of benign 
tumors through a temporary gastrotomy. James 
and Sappington removed a large myoma from the 
wall of the stomach, weighing 670 gr., by split- 
ting the peritoneum without opening the lumen 
of the stomach. In some cases gastrectomy was 
performed, because the benign nature of the 
growth was not recognized on the operating 
table. 

GASTROSTOMY 

The main indication for the performance of a 
gastrostomy is a stenosis of the cesophagus or the 
cardiac end of the stomach, seriously interfering 
with the nutrition of the patient. This stenosis 
may be caused either by a malignant growth or 
by cicatrix formation following the swallowing 
of acids, or by a spastic condition of the cardia 
(cardiospasm). In the latter two conditions, a 
temporary gastrostomy would serve to graduall 
dilate the stenosis by instrumentation throug 
the stomach, 
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A great many different methods have been 
devised for the establishment of a temporary or 
permanent opening. ‘The methods of Stamm 
and Witzel have acquired general popularity on 
account of their simplicity. It is not advisable to 
use complicated plastic operations, as the healing 
tendency of these emaciated patients is very 
much impaired. 

Stamm’s method. An opening is made halfway 
between the lesser and the greater curvature, and 
a medium sized catheter is introduced into the 
stomach and fastened to the stomach wall with 
a suture. Three purse-string seromuscular su- 
tures are carried around the catheter at a distance 
of half an inch from each other. These are tied, 
with the result that an inverted cone projects 
into the stomach around the tube. The stomach 
is fixed to the perietal peritoneum with catgut 
sutures. This method is usually but erroneously 
called Senn’s method. Senn’s operation consisted 
of a nipple toward the outside instead of toward 
the lumen of the stomach. 

Witzel’s method. ‘The catheter is inserted and 
fixed in the wall of the stomach in exactly the 
same manner as in Stamm’s method. It is then 
buried in the wall of the stomach for about two 
inches by Lembert sutures, two folds of the 
stomach being stitched over the catheter. Fixa- 
tion of the stomach to the parietal peritoneum is 
done as above. 


These two methods give equally good re-— 


sults for simple gastrostomies. In exceptional 
cases (resection of the cesophagus) a connection 
between the thoracic end of the resected cesoph- 
agus and the stomach by means of a rubber 
tube is required. In these cases the two organs 
can be connected more easily if a tunnel-shaped 
part of the stomach is formed with an upward 
direction, thus making a temporary connection 
between the cesophagus and stomach during the 
process of feeding, a simpler procedure. 

Frank’s method. The stomach is drawn out of 
the abdominal cavity, a long conical diverticu- 
lum of the stomach is formed out of the anterior 
wall of the stomach, and its base is sutured to the 
parietal peritoneum. A small transverse incision 
is made through the skin a little above the costal 
margin. The skin between the two openings 
having been separated from the subjacent parts, 
the diverticulum of the stomach is pulled through 
this channel and attached to the small skin inci- 
sion. After the stomach has been opened, a tube 
is guided through the mucosa channel into the 
main cavity of the stomach. 

Beck’s method is as follows: An incision is made 
in the rectus muscle on the left side of the median 
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line. The stomach as high as possible toward the 
cardia is brought forward. It is grasped by a 
Tuffier forceps and held there in the center of the 
incision. Then another incision is made along 
the border of the ribs, a little higher than this 
border, so that the opening afterward lies between 
the ribs forming the costal arch. This incision 
allows a tunnel to be made from the skin down 
through the rectus muscle toward the stomach, 
and through this tunnel is brought forward the 
stomach in the shape of a small pouch. It is 
fastened with a circular row of sutures in the 
long median incision, so that it will not slip 
entirely back into the abdominal cavity, and a 
small cone-shaped tube of stomach wall runs 
through the tunnel toward that latter opening. 
Now a flap is made from the skin of the costal 
arch, wide enough to form a tube. It is sutured 
in the shape of a tube around a large-sized cathe- 
ter. The stomach is opened and the opening made 
about the size of the caliber of the newly-formed 
tube of skin. The catheter is passed into the 
stomach and the stomach opening and the skin 
tube are sutured by exact sutures. Closure of the 
median incision is made. 

Jianu-Beck method. In this method, a long 
mucosa-lined tube is formed out of the stomach 
near its larger curvature. This tube is guided 
under the skin up to the level of the second rib, 
thus making feasible a direct union with the upper 
end of the cesophagus. This operation is a much 
more formidable procedure than any of the form- 
er gastrostomy methods and should be reserved 
for exceptional cases. 

Temporary gastrostomy has been advised by 
De Quervain in cases of laryngectomy. The 
after-treatment is thus materially facilitated. 
If no complication arises, the gastrostomy is 
allowed to close up after two weeks. 


GASTRO-ENTEROSTOMY 


One of the greatest advances in the surgery of 
the stomach is the operation of gastro-enteros- 
tomy, suggested and executed by Woelfler in 
1881. In his first operations he used any coil of 
the small intestine which presented itself in the 
operative field and attached it to the anterior 
wall of the stomach. As the operative results thus 
obtained were far from satisfactory, he advised 
the use of a loop 4o or 50 cm. below the plica 
duodenojejunalis. Two years later he suggested 
the anterior gastro-enterostomy en Y, which was 
later modified by Roux into the posterior gastro- 
enterostomy en Y. Courvoisier modified the 
original Woelfler method by connecting a loop 
of the intestine in front of the transverse colon 
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to the posterior wall of the stomach (posterior 
antecolic gastro-enterostomy). Hacker’s opera- 
tion, posterior retrocolic gastro-enterostomy 
(1885), represents the method of choice, used at 
the present time for the performance of gastro- 
enterostomy. 

Many new operative procedures in surgery are 
presented in their final shape in the original 
communication. They are conceived so perfectly 
that they do not admit any modification. Woelf- 
ler’s gastro-enterostomy does not fall under this 
group. Though his idea was brilliant, this 
method was limited until Hacker developed the 
posterior route and Petersen suggested the so- 
called no-loop operation. Up to that time 
operative results had often been very much im- 
paired by the postoperative occurrence of a 
vicious circle, requiring an entero-anastomosis 
between the afferent and efferent loop (Braun). 

It is not necessary to review here all the dif- 
ferent suggestions which have been made in ref- 
erence to the question of how to attach the jeju- 
num to the stomach. For many years vertical 
and oblique openings in the stomach were prac- 
ticed. The horizontal incision into the stomach is 
the simplest method of procedure and gives per- 
fect results. The jejunum very often takes a 
direction to the right after its exit from the 
foramen of Treitz. This direction should not be 
used for the attachment of the jejunum to the 
stomach. It would be erroneous to make a tem- 
-porary direction of the freely movable small 
intestine final, by thus attaching it to the stom- 
ach. If such a position is found, the jejunum 
should be turned over to the left in order to avoid 
a kink at the plica duodenojejunalis. 

Clamps used in gastro-enterostomy show a 
great variety in shape and construction. The 
so-called Roosevelt clamp has lost some of its 
former popularity on account of its awkward- 
ness. The majority of surgeons use two separate 
clamps for stomach and jejunum, which are held 
together by an assistant. Gibson has used sim- 
ple tongue-depressors with rubber bands in place 
of clamps. 

It is impossible to discuss here in detail the 
great variety of different stitches suggested for 
gastro-enterostomy. 

No consensus of opinion has been reached on 
the question of suture material. For the serosa 
suture, Pagenstecher’s linen thread or chromic 
catgut is used; for the inner mucosa muscularis 
suture, either a chromic or plain catgut. Dif- 
ferent authorities have claimed that the oc- 
currence of gastrojejunal ulcers depends on the 
suture material. The proof for this assumption 
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is missing, however, as gastrojejunal ulcers are 
encountered following gastro-enterostomy in a 
certain percentage of cases, no matter what 
suture material was used. 

The peritoneal suture ought to be a running 
stitch. The mucosa suture on the posterior wall 
can be either interrupted or running; on the an- 
terior wall the best approximation is obtained by 
the Connell stitch. 

Gastro-enterostomy in its present technique 
gives excellent postoperative results. Though 
the retrocolic posterior no-loop gastro-enteros- 
tomy ought to be the method of. choice, surgeons 
should not hesitate to use the anterior antecolic 
or the anterior retrocolic (Brenner) gastro- 
enterostomy, if for technical reasons the perform- 
ance of the posterior gastro-enterostomy pre- 
sents great difficulties. 

As already stated, vicious circle with secondary 
dilatation of the stomach hardly ever occurs after 
a properly executed no-loop gastro-enterostomy. 
However, an acute dilatation of the stomach 
immediately following gastro-enterostomy has 
been observed by different authors (Lee, Luckett, 
Richardson, Doolin). The dilatation can be ob- 
served before the abdominal wound is closed. 
It often assumes enormous proportions, the 
stomach suddenly filling up practically the whole 
abdominal cavity. The immediate introduction 
of a stomach tube relieves the very alarming 
symptoms. 

A not infrequent complication following gas- 
tro-enterostomy is gastric hemorrhage. In fact, 
hemorrhage seems to be the only serious com- 
plication intimately connected with the operative 
procedure, which cannot be avoided at the 
present time. Hemorrhage occurs from the 
stomach side of the anastomosis after the clamps 
have been removed. It.has been suggested that 
the vessels crossing the operative field be ligated 
separately, before the mucosa of the stomach is 
incised. Even this, however, does not always 
constitute a sufficient safeguard. The symptoms 
are usually not very alarming. On the day follow- 
ing the operation the patients show some pallor, 
have a rapid pulse, and complain of severe oppres- 
sion in the epigastrium. Repeated lavages usu- 
ally suffice to check the bleeding. These may be 
given with safety twelve hours after the opera- 
tion, without risk to the suture line. In excep- 
tional cases transfusion of blood may be required 
to stop the bleeding or an exposure of the gas- 
tro-enterostomy by a gastrotomy and ligation 
of the bleeding points may be necessary. 

One of the most brilliant surgical appliances 
ever devised is the Murphy button (1892). 
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The perfectness of Murphy’s original conception 
of this device is proved by the fact that at the 
present time it is constructed and used in exactly 
the same way as when it was conceived by this 
master mind of surgery. Many modifications 
have been suggested; for instance, decalcified 
bone bobbins (Mayo-Robson), silver plates 
(Crédé), turnip plates (Baracz), rubber ligature 
(McGraw), but none of them have proved to 
have any practical advantages. 

There seems to be a tendency among surgeons 
to discard the button, based upon rare instances 
in which the button was retained in the stomach 


and had to be recovered by a secondary operation. . 


(Bevan, Aubourg, etc.). The most frequent indi- 
cation for gastro-enterostomy is pyloric or duo- 
denal ulcer. In these cases the suture gastro- 
enterostomy is no doubt the method of choice. 
However, in partial or subtotal gastrectomies and 
in cases of perforated ulcers with peritonitis, the 
application of the button presents a much sim- 
pler, safer, and more rapid procedure. Weir 
modified the Murphy button by adding an oval 
elongation to its intestinal half, in order to pre- 
vent the slipping of the button into the stomach. 

Lewisohn has reported two cases of stenosis of 
the gastro-enterostomy stoma, necessitating sec- 
ondary operations four months after the original 
button gastro-enterostomy. In these two cases 
the stenosis simulated a recurrence of the cancer- 
ous growth which had been removed previously. 

Tuffier reports an interesting case of sponta- 
neous disappearance of a gastro-enterostomy. 
Nine years after operation he was forced to re- 
operate upon the patient on account of recurrence 
of symptoms. He was unable to find any sign 
of his previous gastro-enterostomy. An excision 
of an ulcer of the lesser curvature cured the 
patient. Similar cases have been observed by 
Gerster and Kind]. In Kindl’s two cases the gas- 
tro-enterostomy stoma had entirely disappeared 
six and twelve months respectively after the 
original operation. Roux and Monprofit have 
reported cases of complete disappearance of the 
stoma implanted according to Roux’s method. 
Alamartine and Jaboulay reported a case of 
complete disappearance of a button gastro-en- 
terostomy. It can therefore be stated that a gas- 
tro-enterostomy may become disconnected auto- 
matically, no matter what method be used for 
its performance. 


PARTIAL GASTRECTOMY 
Whereas gastro-enterostomy had a somewhat 
stormy career until it was finally developed into 
its present status, the technique of gastrectomy 
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has been changed very little since its conception 
by Billroth in 1881. Billroth originally united 
the proximal and the distal ends after the resec- 
tion en masse of the carcinomatous portion of the 
stomach (Billroth I method). Later, he incor- 
porated Woelfler’s gastro-enterostomy by closing 
off the ends of both stomach and duodenum and 
uniting the stomach with the jejunum (Billroth 
II). Thelatter method is to-day the most popular 
among surgeons. Kocher’s gastroduodenostomy, 
i.e., direct implantation of the duodenum into 
the stomach, has not acquired general popularity, 
though Kocher’s operative results were ex- 
cellent. However, after extensive resections it is 
impossible to mobilize the duodenum sufficiently _ 
to make a safe implantation into the proximal 
end of the stomach. _ 

Kroenlein and Mikulicz modified and simpli- 
fied the Billroth II method by direct anastomosis 
of the ‘proximal end of the stomach to the je- 
junum, using a long loop of intestine. Kroenlein 
used the whole lumen of the stomach for a broad 
anastomosis. Mikulicz occluded two-thirds of 
the lumen in the usual manner and used the lower 
angle of the stomach for a button gastrojejunos- 
tomy. Polya and Reichel have later followed the 
same procedure as Kroenlein. Balfour has modi- 
fied this method by using the antecolic route in- 
stead of the retrocolic route of Polya. Balfour 
gives the following statistics of the operative re- 
sults of the Mayo Clinic: 318 by the Billroth II 
method, 13.2 per cent mortality; 104 by the 
Polya method, 14.4 per cent mortality; 38 by the 
Balfour method, 5.2 per cent mortality. 

The part of the jejunum used for the anasto- 
mosis is about fourteen inches distal from the 
plica duodenojejunalis. Though there seem to be 
many theoretical objections (long loop, antecolic 
route, etc.) to this method, Balfour’s operative 
results are so excellent that this method deserves 
to be tested on a large scale. The advantage of 
the method is evident in extensive carcinomatous 
involvement of the stomach. In the Billroth II 
method about two inches of normal stomach are 
lost by the three-layer suture. The direct at- 
tachment of stomach and jejunum saves these 
two inches and thus increases the possibility of 
removing cancers which extend far up toward the 
cardia. Wilensky and Thalhimer have proved 
microscopically that it is perfectly safe to resect 
the stomach within half an inch of macroscop- 
ically noticeable cancer tissue. 

Suture material and methods of suture do not 
differ materially from those used for gastro- 
enterostomy. It is of the greatest importance to 
establish a safe closure of the duodenal stump, 
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as a duodenal leak is one of the gravest complica- 
tions following gastrectomy. If the layer suture 
is not absolutely safe, the head of the pancreas or 
omentum should be used for safeguarding the 
suture line (Meyer). 


TOTAL GASTRECTOMY 


Whereas partial or subtotal gastrectomy is very 
frequently performed at the present time, total 
gastrectomy must be considered a rare operation. 
Cancer occupying the whole stomach is not a con- 
tra-indication to its removal by operation. How- 
ever, in the vast majority of these cases metasta- 
sis in other organs or extensive adhesions to the 
surrounding organs, as the pancreas, diaphragm, 
etc., stand in the way of a radical removal. 
Flechtenmacher has lately collected 36 cases of 
total gastrectomy. The first successful case was 
reported by Schlatter in 1897. The pathological 
report showed that in removing the stomach he 
had divided the cesophagus and duodenum. Thus 
this case undoubtedly represents the first total 
gastrectomy, whereas many of the other cases 
reported were not total but only extensive partial 
gastrectomies, in so far as small portions of the 
stomach were left behind. In most instances, 
cesophagus and jejunum were united (Moyni- 
han, Herczel, Bardeleben, Schlatter). In others, 
cesophagus and duodenum were anastomosed. 
These patients learn to lead a perfectly normal 
existence. X-ray pictures show that a new stom- 
ach-like reservoir is formed, similar to the dila- 
tation of the common bile-duct after cholecys- 
tectomy. 

CARDIOSPASM 

One of the most popular methods of dealing 
with severe medically intractable cardiospasm 
was temporary gastrostomy and gradual dilata- 
tion of the cardia by bougies guided on an endless 
string. Others have used the intrathoracic route. 
A new and very simple operative procedure was 
suggested by Heller in 1913. He applied to the 
cardia the Rammstedt operation for congenital 
pyloric stenosis. After a blunt liberation of the 
cesophagus, two longitudinal incisions were car- 
ried across the cardia at its anterior and posterior 
aspect through serosa and muscularis, without 
opening the mucosa. The patient made an un- 
eventful recovery. This simple method ought to 
be given an extensive trial, since it seems to pre- 
sent a simple technical solution of a difficult sur- 
gical problem. 

Heyrovsky’s method, published in the same 
year, applies Finney’s operation of pyloroplasty 
to the cardia. He achieved an excellent result in 
one case. However, the procedure is much more 
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formidable than the simple one of Heller. The same 
method of procedure was applied independently 
by Lambert, resulting in a perfect recovery. 


CARCINOMA OF THE CARDIA 


In dealing with affections situated at the cardia, 
such as carcinoma, spastic conditions, etc., two 
ways are open to the surgeon, the intrathoracic 
and the abdominal routes. The intrathoracic 
route which has been advocated by Sauerbruch, 
Meyer, and many others, will not be discussed 
in this paper. It would be properly dealt with in 
a review of surgery of the cesophagus. The thor- 
acic route will probably be used extensively dur- 
ing the next few years, as Duval and others have 
lately shown that intrathoracic organs can be 
safely approached without the use of differential 
pressure apparatus. Though thoracic surgery 
offers a promising field, affections of the cardia 
are approached with more safety from the abdo- 
men. Shock and danger of infection are cer- 
tainly encountered in a much less degree in ab- 
dominal than in thoracic operations. Bircher and 
others have demonstrated that the cardia can be 
freed from its surrounding tissues by bluntly lib- 
erating the cesophagus from its attachments to 
the hiatus cesophagus. The cesophagus can thus 
be pulled down into the abdominal cavity for a 
distance of about 7 cm. 

Bircher, in reporting his successful case of re- 
moval of a carcinoma cardiz, states that after 
thus liberating the tumor and applying clamps 
above and below the tumor, the stomach was par- 
tially closed. The cesophagus was pulled into the 
lumen of the stomach with guide sutures which 
were directed from a temporary gastrotomy. 
(Esophagus and stomach were firmly attached by 
three-layer sutures in the fasion of a Stamm 
fistula. 

The first successful removal of a carcinoma 
cardie by end-to-end suture of the cesophagus 
and stomach was reported by Voelker in 1908. 


ULCERS OF THE LESSER CURVATURE 


One of the most interesting problems in the 
surgical treatment of stomach diseases is the prop- 
er treatment of ulcers of the lesser curvature. A 
variety: of methods is at our disposal. It often re- 
quires a great deal of ingenuity to select the prop- 
er method for the individual case. 

Ulcers of the lesser curvature are usually of the 
penetrating type. Their appearance on the X-ray 
plate is pathognomonic. In fact, the safe diagno- 
sis of a penetrating ulcer of the stomach depends 
entirely on roentgenography. 

Whatever method may be chosen for the treat- 
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ment of ulcers of the lesser curvature, one thing 
is certain: simple gastro-enterostomy will not 
cure this condition. 

Two procedures which were extensively used 
some years ago should be discarded, i. e., simple 
excision of the ulcer-bearing area and sleeve re- 
section. Both procedures are frequently followed 
by the formation of hour-glass stomach and re- 
currence of symptoms of pain, retention, etc. 
Local excision, followed by gastro-enterostomy 
proximal to the excised area, is a very simple and 
good procedure and gives gratifying results. In- 
stead of excising the ulcer, Balfour’s cautery 
method may be used, which gives excellent re- 
sults. Balfour frees the portion of the gastrohe- 
patic omentum in the region of the ulcer and car- 
ries a Paquelin cautery through the ulcer until an 
artificial perforation is produced. He then de- 
stroys the whole ulcer-bearing area and closes the 
opening in the stomach by layer sutures. The re- 
flected gastrohepatic omentum is then replaced 
as re-enforcement of the suture line. 

If the ulcer is of fairly large size and if the ana- 
tomical conditions are favorable, partial gastrec- 
tomy presents a good method of procedure. The 
stomach is divided proximally to the ulcer, and is 
then removed down to the duodenum. No doubt 
this operation gives very good functional results. 
However, it seems, in inspecting the specimen, 
that the size of the ulcer, which is usually about 
the size of a dime, is out of proportion to the re- 
moval of two-thirds of the stomach. The mortal- 
ity cannot fail to be larger with this procedure 
than with the simpler methods above described. 
Postoperative functional results seem to be better 
with partial gastrectomy than with the other 
methods. 

The majority of these ulcers are of small size, 
though we not infrequently meet with large ul- 
cers so densely adherent to the surrounding tis- 
sues that their radical removal is out of the ques- 
tion. Sometimes they per‘orate and form an ab- 
scess in the anterior abdominal wall. In such 
cases radical removal is too great a risk, and very 
good results are obtained by covering the open- 
ing with omentum (suture is usually impossible) 
and establishing a temporary jejunostomy 
(Stamm or Witzel method). 

Baum has suggested the application of Wilms’ 
method of pyloric exclusion to the treatment of 
ulcers of the lesser curvature. He tied a fascial 
flap around the stomach in five cases central 
to the ulcer and then performed gastro-enteros- 
tomy. This procedure is not commendable, as 
the closure will be of the most temporary nature 
and the stomach will assume an hour-glass shape. 
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HOUR-GLASS STOMACH 


The surgical indications in hour-glass stomach 
depend entirely on the extent of the underlying 
disease. Though hour-glass formations of the 
stomach may be based on a congenital abnormal- 
ity, the vast majority of such conditions are based 
on an ulcer, usually in the midportion of the stom- 
ach. In some instances, midgastric resection is a 
good procedure. In favorable cases, in the ab- 
sence of adhesions to the surrounding organs, par- 
tial gastrectomy, including the ulcer-bearing area 
and the pyloric portion of the stomach down to 
the pylorus, will give the best functional results. 
The majority of cases, however, will not admit of 
such a procedure on account of extensive adhe- 
sions to the liver, pancreas, etc. 

Gastroplasty, i. e., horizontal gastrotomy and 
closure of the wound in the opposite direction, 
does not give good results. If the two pouches are 
large and movable, gastrogastrostomy (Woelfler) 
will safeguard against recurrence of stasis. If the 
two pouches cannot be sufficiently mobilized to 
allow a broad anastomosis, and only a broad an- 
astomosis will relieve the symptoms, a gastro- 
enterostomy between the proximal pouch and the 
jejunum will often relieve the symptoms per- 
manently. Weir and Foote suggested the estab- 
lishment of a double anastomosis between the 
most dependent parts of both pouches and the 
jejunum. Volvulus of the stomach as a compli- 
cation of hour-glass stomach has been observed 
by Mazzotti and Langerhans. The volvulus for- 
mation was caused by perigastric adhesions in the 
neighborhood of the ulcer. 


CHRONIC PYLORIC AND DUODENAL ULCER 

Though, as stated in the introductory remarks, 
this report was intended to be confined to the sur- 
gery of the stomach, we shall deal in this and the 
following paragraphs with duodenal as well as 
pyloric ulcers for three reasons: (1) It is very 
often absolutely impossible to decide whether an 
ulcer has originated from the pylorus or from the 
first part of the duodenum. (2) The surgical 
treatment for an ulcer at either site is practically 
the same. (3) The vast majority of these ulcers 
are duodenal, and their occurrence is so frequent 
in view of the fact that about 80 per cent of stom- 
ach operations are done for the cure of duodenal 
ulcers, that it is impossible not to consider this 
common disease in this review. 

The operative treatment for cases of: pyloric 
and duodenal ulcer, in the majority of cases, con- 
sists in posterior gastro-enterostomy with or 
without pyloric exclusion. Up to a few years ago 
very few attempts were made to deal with the 
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ulcer locally. Of late, however, local excision has 
acquired increasing favor among the surgeons. 
This holds true especially for the duodenal ul- 
cers, if they are situated on the anterior wall and 
do not present adhesions. If local excision has 
been done, gastro-enterostomy and pyloric ex- 
clusion should be added to insure proper drainage, 
which may be impaired by closure of the defect. 

Pyloric ulcers ought to be treated by pylorec- 
tomy if there is any suspicion of malignancy. 
There can be no doubt that a certain number of 
simple ulcers undergo malignant degeneration. It 
is often difficult to decide by palpation whether an 
ulcer is of malignant character. Such exper- 
ienced surgeons as Crile and Lilienthal have re- 
ported cases in which they performed a primary 
gastro-enterostomy on account of the general de- 
bility of the patient. When, a few weeks later, 
they reopened the abdomen to resect the tumor 
which they had considered malignant at the first 
operation, the tumor had entirely disappeared, 
proving that it was of inflammatory and not of 
malignant character. Therefore, “when in doubt, 
resect,” if technically possible. 

It is very important that the whole stomach be 
explored thoroughly. The Mayo Clinic has drawn 
attention to the frequency of duplicity of ulcers; 
for instance, a pyloric ulcer and an ulcer of the 
lesser curvature may be present at the same time. 
It is obvious that in order to cure the patient, we 
have to deal with both ulcers. The necessity of 
giving every case the benefit of a thorough ex- 
ploration makes it apparent that local anesthesia 
will not and should not acquire general popularity 
for abdominal] operations. 

The decision as to whether we are dealing with 
an ulcer or a spastic condition based on disease of 
other organs, as the gall-bladder, appendix, etc., 
is often very difficult. It requires a great deal of 
experience and a fine touch to determine this 
question. Nothing is more beneficial for the pa- 
tient than gastro-enterostomy, if he is really suf- 
fering from a duodenal or pyloric ulcer. His 
pains and most of the other symptoms, which 
have made him a chronic invalid for years, will 
disappear very shortly after the operation. On 
the other hand, nothing is more harmful for a pa- 
tient than to have a gastro-enterostomy per- 
formed without an ulcer being present. He not 
only will not be relieved, but will be decidedly 
worse after the operation. An ulcer ought to be 
demonstrated; it shows a scar on the serosa and 
a very typical stippling. In demonstrating this 
stippling, one ought to be careful not to use 
sponges, as this same picture can be produced ar- 
tificially by injury to the serosa. 


PYLORIC EXCLUSION 


The different methods of pyloric exclusion may 
be divided into four groups: 

1. Unilateral pyloric exclusion (Eiselsberg). 

2. Infolding method (Kelling-Mayo). 

3- Exclusion method with the aid of auto- 
plastic material (Wilms, Strauss). 

4. Exclusion methods with the aid of foreign 
material, suture, etc. (Kelling, Berg, Cackovic, 
Parlavecchio, Biondi). 

Eiselsberg’s method consists in a pyloric or pre- 
pyloric division of the stomach and closure of both 
ends in layer sutures. His method is the only one 
which guarantees permanent closure of the py- 
lorus. However, it is not used at the present time, 
since the procedure is too formidable as compared 
with the simpler methods described below. 

The infolding stitch method (Kelling-Mayo) 
consists in narrowing the antrum pylori by three 
or four infolding stitches. 

Wilm’s method of pyloric exclusion makes use 
of a free transplant, a piece of fascia lata, which 
is used as a constricting band around the pylorus. 
Strauss has freed the muscularis of the pylorus in 
its entirety from the mucosa, without opening 
the lumen of the stomach, and applied a con- 
stricting autotransplant taken from the anterior 
sheath of the rectus muscle. He then closed mus- 
cularis and serosa by interrupted sutures. Polya 
has used the ligamentum teres hepatis instead of 
fascia lata. 

Simple exclusion of the pylorus with the aid of 
a ligature was practiced as far back as 1899 by 
Kelling in a series of animal experiments. It was 
introduced into clinical surgery by Cackovic and 
Berg. A double Pagenstecher linen suture, armed 
with a needle, is carried around the posterior 
stomach wall and is held in place by taking sev- 
eral bites in the anterior wall. The suture is then 
tied and the pylorus thus excluded. This exclu- 
sion stitch has acquired great popularity in the 
treatment of acute and chronic ulcers of the duo- 
denum on account of its simplicity and absolute 
safety. 

Parlavecchio has substituted a cotton tape for 
the Pagenstecher stitch. 

Biondi makes a longitudinal incision across the 
pylorus through serosa and muscularis, and peels 
off the musculoserosa coat from the mucosa. The 
mucosa is then cut between two ligatures which 
have been tied around the tube of the mucosa at 
both ends of the incision. The stumps are car- ' 
bolized and the seromuscularis incision is closed 
with a few sutures. / 

None of these methods, with the exception of 
that devised by Eiselsberg, have stood | the tests of 
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other investigators as to the permanency of the 
occlusion. Moschcowitz and Wilensky (Kelling- 
Mayo method), Baggio and Neuhof (Wilm’s 
method), Leriche (Parlavecchio method), Lewi- 
sohn (Biondi and Cackovic-Berg method) have 
shown in animal experiments or in re-operated 
patients that none of these methods occlude the 
pylorus permanently. 

Berg’s exclusion stitch should be given prefer- 
ence among the different methods. The clinical 
results are just as good with this very simple 
method as with any of the other more complicated 
methods. The period of total exclusion of the 
pylorus seems to be about the same, no matter 
what method is used, probably six to eight weeks. 

Opinions as to the necessity of pyloric exclu- 
sion in addition to gastro-enterostomy, in the 
treatment of pyloric and duodenal ulcers, still 
differ materially among surgeons. Many claim 
that the clinical results are just as good with simple 
gastro-enterostomy as with gastro-enterostomy 
and pyloric exclusion; yet it has been shown be- 
yond doubt by animal experiments (Kelling, 
Hartmann, Guibe, Cannon and Blake) and by 
X-ray (Haertel, Schueller and Petrén) that so 
long as the pylorus remains permeable, most of 
the food passes through the pylorus and not 
through the stoma. By feeding dogs with solu- 
tion of thionin, Lewisohn was able to trace the 
passage of the food in the specimen. Dogs with 
simple gastro-enterostomy showed a dark blue 
color throughout the whole length of the duode- 
num; if the pylorus was excluded, practically all 
the blue passed directly through the stoma into 
the jejunum. 

There can be no doubt that simple gastro- 
enterostomy often yields complete relief from 
symptoms. The regurgitation of bile and pan- 
creatic juice into the stomach neutralizes the 
hyperacidity, thus causing relief of symptoms. 
Gastro-enterostomy plus pyloric exclusion not 
only gives the patient the benefit of these chem- 
ical changes but, in addition to that, it safe- 
guards the ulcer temporarily against mechanical 
insults, thus hastening the healing of the ulcer- 
bearing area. 


ULCERS OF ANTERIOR AND POSTERIOR WALL 


Whereas the great majority of ulcers of the 
stomach are situated either in the pyloric region 
or at the lesser curvature, both the anterior and 
the posterior walls of the stomach can be the seat 
of an ulcer. Ulcers situated at the posterior wall 
are found, according to Balfour, in about ten per 
cent, those of the anterior wall in about one per 
cent of the cases. The operative removal of ul- 


cers of the anterior wall of the stomach consists 
in excision and layer suture of the incision. The 
procedure is simple and does not require detailed 
discussion. The only possible technical difficulty 
may arise if the ulcer has become adherent to the 
anterior wall. 

The removal of ulcers of the posterior wall usu- 
ally presents a difficult technical problem. If they 
are not adherent to the surrounding organs (pan- 
creas, colic vessels, etc.) they can be approached 
through an incision of the anterior wall of the 
stomach with Jocal excision of the ulcer and clo- 
sure of the defect, and layer suture of the inci- 
sion in the anterior wall of the stomach. This is 
the method of the Mayo Clinic. Adherent ulcers 
of the posterior wall are treated by partial gas- 
trectomy. The stomach is divided centrally to 
the ulcer. This complete division of the stomach 
makes it possible to safely divide adhesions be- 
tween the ulcer and pancreas and large vessels 
respectively under the guidance of the eye, thus 
avoiding possible serious injuries. 

A new method of exposing the posterior wall of 
the stomach was described by Pauchet, based on 
the anatomical studies of Lardennois and Okinczyc, 
the so-called intercolo-epiploic route. The ser- 
ous membrane of the transverse colon is divided 
at its junction with the greater omentum in its 
full length. By lifting up the apron of the omen- 
tum thus freed, the posterior face of the stomach 
comes into full view, as well as the pancreas and 
duodenum, since the transverse mesocolon is 
pushed downward. This new method ought to 
be tried extensively, as it seems to be of great 
value, affording an excellent exposure of the parts 
involved. 

PYLOROPLASTY 

Pyloroplasty as a method of overcoming steno- 
sis of the pylorus is rarely used at the present 
time. The method of Heinecke, reported by 
Fronmueller, and of Mikulicz, i.e., longitudinal 
division and transverse suture of the pyloric 
region, have been abandoned and substituted 
by gastro-enterostomy. Loreta’s pylorodiosis 
(stretching of the sphincter by a bougie) is of his- 
torical interest only. The only method of pylo- 
roplasty which has survived and is still in use at 
the present time is Finney’s gastroduodenostomy. 
However, this method is limited to special cases, 
in which gastro-enterostomy cannot be easily per- 
formed, for anatomical reasons, or in which the 
duodenum is ballooned up and can then be used 
for an anastomosis (Balfour). These special con- 
ditions are rarely met. Thus many surgeons of 
large experience have never had occasion to em- 
ploy gastroduodenostomy. 
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Finney’s operation is performed as follows: A 
line of interrupted sutures of fine silk is placed 
parallel to the pylorus. A continuous suture of 
chromic catgut is placed in front of the silk su- 
tures. Stomach and duodenum are now opened 
and the anastomosis is made, just as in a gastro- 
jejunostomy. 


PERFORATED PYLORIC AND DUODENAL ULCER 


It is generally agreed that the only proper treat- 
ment for perforated pyloric or duodenal ulcers is 
operative interference. The sooner the operation 
is performed, the better the prognosis. The mor- 
tality for acute perforated ulcers, if operated upon 
within the first twelve hours, is less than 10 per 
cent. The proper realization of the importance of 
immediate operation has been somewhat tardy. 
The acute abdomen has been mastered very slow- 
ly by the surgeons. Acute appendicitis caused an 
enormous mortality until Fels and McBurney ad- 
vised surgical intervention. In the same way, 
until about ten years ago, many cases of acute 
perforated ulcers of the stomach and duodenum 
were allowed to die without surgical interference. 
The first operation for acute perforation of the 
stomach was performed by Mikulicz in 1880. The 
patient died. The first successful case was re- 
ported by Heusner in 1892. Finney collected 268 
cases from the literature, reported between 1880 
and 1900. 

The excellent results achieved by modern sur- 
gery in the treatment of acute perforations of the 
stomach are most gratifying. Deaver has oper- 
ated upon a consecutive series of 46 cases with 
one death. Gibson has reported 14 cases with one 
death; Sullivan, 20 cases with one death. Thus 
the mortality has been reduced from 50 per cent 
(Mayo-Robson, Petrén) to 5 per cent in the last 
decade, certainly a brilliant achievement! 

The opening in the stomach ought to be closed 
by purse-string and one or two additional layer 
sutures. The closure is not always easy, especi- 
ally if the tissues surrounding the perforation are 
indurated. However, a closure by suture must be 
insisted upon. Simple packing of the opening 
(Corner) or fascial transplantation (Raabe) are 
absolutely unsurgical procedures. An occasional 
recovery by these methods does not prove their 
efficiency. 

The majority of the perforations occur on the 
anterior wall of the pyloric-duodenal junction; a 
small minority, at the lesser curvature, under the 
liver. Baker has advised the administration of 
methylene blue by mouth, in order to facilitate 
the location of the perforation. While there is 
absolute consensus of opinion that the opening 


203 


of the stomach or duodenum ought to be closed 
immediately, opinions still differ as to the ad- 
visability of immediate gastro-enterostomy. Sta- 
tistics do not seem to solve this question, because 
immediate operative results seem to be as good 
with simple suture (Shea, Gibson) as with suture 
plus gastro-enterostomy. 

It seems likely, however, that the late and per- 
manent results will be better if a button gastro- 
enterostomy is added, followed by a pyloric ex- 
clusion. The dictum that following the perfor- 
ation an ulcer will heal spontaneously does not 
seem to hold good for all cases. Recurrence of 
symptoms following a simple suture is by no 
means infrequent. Gastro-enterostomy plus py- 
loric exclusion can be performed in a few minutes 
and does not add to the dangers of the operation. 
On the other hand, it simplifies the after-treat- 
ment materially and improves the patient's 
chances for a permanent cure. © 


BLEEDING ULCER OF THE STOMACH 


An ulcer can produce symptoms just as alarm- 
ing as those of a perforation, by the occurrence of 
a profuse hemorrhage. Operative interference is 
indicated when the hemorrhage is so profuse 
that the life of the patient is at stake. The stom- 
ach is exposed after a preliminary blood trans- 
fusion has been given. In many instances the ul- 
cer can be felt and treated locally by excision, 
cauterization, etc., or a gastro-enterostomy with 
exclusion can be performed. It is often very diffi- 
cult to find the bleeding points by inspection of 
the stomach. Rovsing has successfully employed 
gastroscopy and diaphanoscopy for purposes of 
transillumination of the stomach. It should be 
kept in mind, however, that the cause of a gastric 
hemorrhage is very often extragastric. It may be 
the cesophagus, the appendix, or the spleen. 
Balfour has reported cases in which chronic gastric 
hemorrhages were cured by splenectomy. 


GASTROJEJUNAL ULCERS 


One of the most difficult tasks to deal with in 
gastric surgery is the gastrojejunal ulcer. The 
causative factors for these ulcers are not quite 
clear at the present time, though many theories 
have been advanced to explain them. It seems 
that circulatory disturbances or defects in the su- 
ture lines may be causative factors. Yet assum- 
ing these theories to be correct, one ought to find 
gastrojejunal ulcers much more frequently. How- 


ever, it is safe to say that, though they do not 


seem to be so rare as formerly supposed, the per- 
centage is not more than about 3 per cent among 
gastro-enterotomized patients. 
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There is still doubt as to the real cause of ul- 
cers of the stomach. It seems that the infectious 
theory (Rosenow) is one of the most popular at 
the present time. It is obvious that the same 
cause which originally produced the ulcer may at 
a later date give rise to an ulcer formation in the 
gastro-enterostomy stoma. It is impossible to 
say at the present time whether there is only one 
or whether there are several causes to be consid- 
ered. In some instances the retained Murphy 
button has given rise to an ulcer at the site of the 
stoma. The first case of gastrojejunal ulcer was 
reported by Braun in 1899. During the following 
ten years occasional cases were reported; during 
the last ten years the number has grown very rap- 
idly, in accordance with the inprovement in 
diagnosis of disease of the stomach, based on 
roentgenography. 

Paterson’s paper published in 1gog is the most 
comprehensive study on this subject. He says 
that jejunal ulcers are the result of altered physi- 
ological conditions produced by operation, where- 
as gastrojejunal ulcers are probably a direct con- 
sequence of operation. This classification seems 
rather didactic. When ulcers are exposed by an 
incision, they have usually acquired such size 
that it is impossible to say whether they origi- 
nated in the jejunum or at the suture line. How- 
ever, it seems that the majority of ulcers are gas- 
trojejunal. 

In a rather large number of cases the Pagen- 
stecher thread has been found hanging free into 
the lumen of the gastro-enterostomy. The Mayo 
Clinic has therefore discontinued the use of non- 
absorbable material for the serosa suture and 
uses chromic catgut exclusively for gastro-enter- 
ostomy. However, even this safeguard does not 
seem to prevent the occasional occurrence of a 
gastrojejunal ulcer. 

The selection of the proper surgical procedure 
in cases of gastrojejunal ulcers often taxes the in- 
genuity of the surgeon more than any other tech- 
nical problem in stomach surgery. They may be 
approached either through an incision of the an- 
terior wall of the stomach (Moynihan) or by re- 
opening the gastro-enterostomy. It is not always 
necessary to separate stomach and jejunum en- 
tirely. If the ulcer is situated at the anterior wall, 
local excision of the lesion without interference 
with the posterior connection will simplify the 
procedure materially. Sometimes, however, a 
local incision is impossible on account of dense 
adhesions of the transverse colon and danger of 
injuring the middle colic artery. In such cases a 
second gastro-enterostomy may be performed. 
There can be no doubt that the no-loop gastro- 
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enterostomy has advanced stomach surgery ma- 
terially. However, this method makes re-oper- 
ation on gastro-enterostomy cases extremely dif- 
ficult. In a fair proportion of cases the Roux op- 
eration en Y can be employed. After excision of 
the old stoma, direct connection of the short 
loop is often impossible and Roux’s operation pre- 
sents the only possibility of re-establishing nor- 
mal conditions by implanting the distal end into 
the stomach and using the proximal end for an 
end-to-end anastomosis. 

Balfour says that the general plan in treating 
gastrojejunal ulcers is to expose the line of anas- 
tomosis by either a transgastric or transjejunal 
incision, search for retained sutures and for the 
ulcer, and remove both, the latter either by itself 
or with the entire anastomosis. If the anastomo- 
sis is constricted and enlargement possible and 
safe, such treatment is satisfactory; if, however, 
much induration and infection exist, excision of 
the anastomosis, closure of the opening, and gas- 
troduodenostomy are indicated. 

There are not yet a sufficient number of re- 
ported cases to decide which of these methods de- 
serves preference or whether any one of them is 
really free from recurrence of the gastrojejunal 
ulcer. 

Perforation of gastrojejunal ulcers into the peri- 
toneal cavity, resulting in death of the patient, 
has been reported by Braun, Brodnitz, Urrutia, 
and others. If, as stated above, the chronic cases 
of gastrojejunal ulcers are difficult to deal with, 
the acute cases offer practically insurmountable 
difficulties. So far, no case of cure of an acute per- 
foration of a gastrojejunal ulcer has been reported. 


CONGENITAL PYLORIC STENOSIS 


Until a few years ago gastro-enterostomy rep- 
resented the only surgical procedure for the treat- 
ment of congenital pyloric stenosis. Since then, 
the Rammstedt operation, published in 1913, has 
acquired great popularity. This operation con- 
sists of incising in a longitudinal direction the 
thickened and hardened pylorus through serosa 
and muscularis down to the mucosa, without per- 
forating the mucosa. The division of the con- 
tracted muscular ring effects a re-establishment 
of the pyloric lumen and a disappearance of the 
obstructive symptoms. Whether this Rammstedt 
operation will entirely supplant gastro-enteros- 
tomy in such cases remains to be seen. The rap- 
idity of its execution and the possibility of feed- 
ing these starved infants immediately after the 
operation are certainly strong points in its favor. 
Yet the mortality has not been considerably re- 
duced, as compared with gastro-enterostomy. 
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Using the Rammstedt operation, Downes, in 
67 cases, had a mortality of 24 per cent; Lewis, in 
18 cases, 17 per cent; Robertson, in 16 cases, 31 
per cent. By gastro-enterostomy, Scudder, in 
17 cases, had a mortality of 17 per cent; Still- 
man, in 10 cases, 10 per cent; Richter, in 19 
cases, Io per cent. 

The danger of injuring the mucosa may be 
avoided by making a superficial incision into the 
thickened muscularis of the pylorus and dividing 
the rest of the muscularis bluntly. In some cases 
the muscularis can then be easily peeled away from 
the mucosa; in others, this procedure is not easily 
accomplished. If the mucosa should be injured 
accidentally, the opening can be closed with a 
piece of omentum. 

In order to effect a perfect cure, the thickened 
pylorus must be divided in its whole length and 
thickness. If the incision fails to divide the entire 
thickened area,—if it is just a little short,—a cure 
will not be effected. If the incision is made only 
one millimeter too large on the duodenal side, 
there is grave danger of opening the duodenum, 
which is especially thin in these cases. In other 
words, the margin between what must be done to 
accomplish the object and what must be avoided 
to prevent serious damage is such a narrow one 
that the Rammstedt operation is not yet free of 
risk or danger (Lewisohn). Yet it seems that this 
operation will gain popularity, and if the pitfalls 
are carefully avoided, the operative results will be 
further improved. 

A grave danger in the postoperative course of 
cases of congenital pyloric stenosis is non-union 
of the abdominal wall. It seems immaterial 
whether layer or through-and-through sutures 
have been used; the extreme emaciation of these 
infants prevents proper healing. 

Ransohoff and Woolley have reported an in- 
teresting case of thymic death seven months after 
a Rammstedt operation. Careful study of the 
specimen showed that the pylorus was patent and 
that the muscularis at the site of the incision had 
been replaced by a thin band of fibrous tissue. 

Strauss has reported 65 cases in which he ap- 
plied the following method: After having per- 
formed the Rammstedt incision, he liberates the 
muscularis from the mucosa in about two-thirds 
of the circumference of the pyloric ring. He then 
splits the inner portion of the muscle ring, using 
both ends as a flap which covers the denuded mu- 
cosa. His mortality is 5 per cent, considerably less 
than that of any other operator. 

Haggard has advised the use of. local anes- 
thesia for the performance of the Rammstedt 
operation. 


CARCINOMA OF THE PYLORUS AND OF THE MIDDLE 
PORTION OF THE STOMACH 

The operative technique for removal of the car- 
cinomatous pylorus or of cancer of the middle por- 
tion of the stomach has been discussed in a pre- 
vious section. Cancer of the middle portion of the 
stomach without involvement of the pylorus is 
rare. On the other hand, cancer originating from 
the pylorus often extends over two-thirds of the 
stomach. 

It is advisable to be very radical in the indica- 
tions for gastrectomy. Only those cases should be 
refused the benefit of a radical removal in which 
the extent of the tumor or metastasis in other or- 
gans (liver, peritoneum, etc.) render the radical 
removal out of question. The size of the tumor is 
no contra-indication. In fact, many of the large 
tumors are perfectly movable and can be resected 
easily. 

The large percentage of operable cases among 
carcinomata of the stomach is well demonstrated 
by Gussenbauer and Winiwarter’s observations. 
They showed that among 542 autopsies for car- 
cinoma of the stomach, 223 represented a local 
growth without any metastasis. 

Adhesions to surrounding organs, especially the 
pancreas, are often of inflammatory nature and 
should not be an obstacle to an attempt at radical 
operation. If, however, the tumor deeply invades 
the pancreas, or if the middle colic artery is in- 
volved, radical removal is not advisable. The 
high mortality of simultaneous resection of the 
stomach and transverse colon makes this proced- 
ure inadvisable. Haberer, for instance, lost 5 out 
of 6 such cases. Voelcker, Meyer, and others, 
have reported successful cases of removal of the 
stomach and transverse colon for carcinoma. How- 
ever, conditions favorable for this procedure are 
found very rarely. 

Lilienthal and Crile have advised the two-stage 
operation in very emaciated patients. This pro- 
cedure ought to be reserved for cases of extreme 
emaciation. Temporary improvement following 
gastro-enterostomy usually induces the patient to 
refuse a second operation. Furthermore, the risk 
of implanting carcinomatous cells into the gastro- 
enterostomy is considerable. 


SARCOMA OF THE STOMACH 


It is very interesting to note that whereas the 
stomach is one of the predilection sites for car- 
cinoma, sarcoma of the stomach belongs to the 
rarities. Up to 1914, only 157 cases could be col- 
lected from the literature (Flebbe). A large num- 
ber of those were autopsy findings, which shows 
their rarity as a disease for surgical intervention. 
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Surgical indications and technique are, of course, 
identical with those discussed under carcinoma of 
the stomach. The majority of the cases seem to 
be lymphosarcomata. 


TUBERCULOSIS OF THE STOMACH 


Tuberculosis of the stomach is even rarer than 
sarcoma. About one hundred cases have been re- 
ported in the literature. Broders reports from the 
Mayo Clinic that among 2,501 gastric operations, 
only one case of tuberculosis was encountered. 
It is still very doubtful whether tuberculosis can 
and does primarily occur in the stomach. The ul- 
cers may be solitary or multiple. The operations 
were done for symptoms of pyloric obstruction, 
and the surgeon was assuming that he was deal- 
ing with carcinoma. Geis has reported a case in 
which simple gastro-enterostomy is supposed to 
— cured an extensive tuberculosis of the stom- 
ach. 

SYPHILIS OF THE STOMACH 

Syphilis of the stomach is either of the congen- 
ital or acquired type. The disease is rare; how- 
ever, not nearly so rare as tuberculosis. Downes 
and Le Wald, for instance, have reported 8 cases 
which they observed in the course of two years. 
The treatment of gastric syphilis is, strictly speak- 
ing, medical. However, pyloric obstruction may 
necessitate a gastro-enterostomy. If the involve- 
ment of the stomach is very extensive, a jejunos- 
tomy may be indicated. 


PHLEGMONOUS GASTRITIS 

Phlegmonous gastritis is a very rare and al- 
ways fatal condition. Jacoby collected 64 cases 
from the literature up to 1900. “Since then, about 
go cases have been reported (Lehnhoff). ‘The 
prognosis is extremely bad. Among all the cases 
reported in which the diagnosis of general phleg- 
monous gastritis was beyond question, there is 
mention of only one case which did not terminate 
fatally. This case was reported by Koenig. He 
resected the stomach and the specimen showed 
true diffuse phlegmonous gastritis. This is the 
only case of recovery on record. Local abscesses 
of the stomach wall, originating from ulcers, have 
been repeatedly operated upon with success. 
These cases, however, should not be confused 
with those of true phlegmonous gastritis. 


LINITIS PLASTICA 
Linitis plastica, so-called leather-bottle stom- 
ach, consists of a diffuse swelling of the connective 
tissue of the stomach wall, involving chiefly the 
submucosa. It gives rise to a marked thickening 
of the stomach wall and a corresponding diminu- 


tion of the lumen of the stomach. It was first de- 
scribed by Brinton in 1854. Unrelieved by sur- 
gical measures, the disease is uniformly fatal. 
Lyle has collected 28 operated cases from the lit- 
erature, and added one case of his own. Among 
operative methods used for these 29 cases were: 
total gastrectomy, 3 times; partial gastrectomy, 
13 times; gastro-enterostomy, 9 times; jejunos- 
tomy, 4 times. There is a possibility that the con- 
dition may be a precancerous state. 


CHOLECYSTOGASTROSTOMY, CHOLEDOCHOGASTROS- 
TOMY, CHOLANGIOGASTROSTOMY 


Operative measures connecting the biliary sys- 
tem directly with the stomach may be required 
in cases of inoperable carcinoma of the common 
bile-duct, biliary fistula following injury to the 
common duct, etc. Kehr has performed 60 cysto- 
gastrostomies, and 3 choledochogastrostomies. 
Pasman has reported a successful case of cholan- 
giogastrostomy. The technique of these opera- 
tions cannot be discussed here in detail, as it would 
require an extensive review of different operations 
on the biliary system. 
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ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY—SURGICAL TECHNIQUE 


ASEPTIC AND ANTISEPTIC SURGERY 


Tuffier and uépée: Analysis and Results of the 
Methods of Primary, Secondary, and Late 
Treatment of War Wounds (Analyse et résultats 
des méthodes de traitement, primitif, secondaire, et 
tardif, des plaies de guerre). Arch. de méd. et pharm. 
mil., Par., 1918, lxx, 517. 

The authors’ report was presented to the Fourth 
Interallied Surgical Conference in March, 1918. 
They have undertaken a biologic analysis of the 
different methods of wound treatment which they 
have been able to follow. Surgical treatment is more 
easily followed as regards its biological effects than 
other methods of treatment which are not generally 
adopted. 

In studying the infections of war wounds, it was 
evident that the multiplication of infecting organ- 
isms becomes appreciable from the seventh to the 
thirteenth hour after injury and continues hence- 
forth very rapidly. Anaerobic infections proceed 
more rapidly than the aerobic, the former being 
perceptible toward the twelfth to the fifteenth hour, 
the latter from the eighteenth to the thirtieth hour. 
In the primary period the wound is contaminated, 
but the infection has not spread; in the secondary 
period infection is developed but has not become 
deep; in the late period infection has become thor- 
oughly established. 

As regards the defences of the organism against 
infection, the streptococcus, staphylococcus, septic 
vibrion, and bacillus bellonensis have been shown 
to be capable of developing in normal fresh serum. 
The study of phagocytosis of war wounds has not led 
to any important practical conclusions. Tuffier and 
Desmarres have shown that coincident with the 
period of cicatrization of a wound a fibrinous 
reticulum appears, and no matter what the number 
or nature of microbes, they do not then affect the 
progress of cicatrization. 

With regard to the use of chemical disinfectants 
for the sterilization of wounds, the authors consider 
that in general the action of such agents is defective 
if infection is profound; and it is not complete unless 
the wound has been perfectly regularized. Anti- 
septics in general are damaging to the tissue cells 
and their qualities change when they come in con- 
tact with the wound. The physiologic action varies 
according to the strength of the dosage. 

After surgical clearance and primary suture of a 
wound two types of severe infection may occur: 
aerobic infection generally due to the streptococcus; 
and anaerobic infection due to the agents of gaseous 
gangrene associated or unassociated with the strep- 


tococcus. Other eventual infections are later and 
less severe and may be attributed to the staphylococ- 
cus, the proteus, the pneumobacillus, etc. The 
action to be taken in any particular case can be reg- 
ulated by the following principles: 

As far as possible every wound primarily sutured 
should be submitted to aerobic and anaerobic cul- 
tures. Tests should be made at the end of opera- 
tion, about the sixteenth hour after injury and later 
if indicated. 

If the clinical reactions raise any doubts in the 
surgeon’s mind, he should be guided by the bacterio- 
logic findings. But if the clinical aspects are such 
that grave complications are feared, the sutures 
should be cut irrespective of the bacteriologic 
results. 

In the case of retarded primary suture, it is pru- 
dent to abstain from suturing if the wound contains 
any streptococci or any anaerobes which might 
cause gangrene, or even any large number of bacilli 
of medium virulence. 

From the surgical standpoint immediate primary 
suture when it is possible, and when practically 
every chance of infection is removed, realizes the 
maximum advantages; it brings about immediate or 
rapid sterilization and maintains it; and function- 
ally it assures the best union. All other methods 
give a poorer result. If the primary surgical treat- 
ment cannot be complete, then it should be as com- 
plete as circumstances admit. 

Surgical practice has demonstrated that in the 
majority of cases wounds can be freed from all infec- 
tion in their early period, and without being neces- 
sarily sterile, can be transformed into suturable 
wounds. 

The general tendency which experience has ap- 
proved is to bring the operation to its logical con- 
clusion as soon as possible by practising primary 
suture in its different modes. The course of this 
practice is determined by: (a) the desire for maxi- 
mum functional preservation by limiting the sacri- 
fices of tissue; (b) necessity of avoiding infection. 

The first condition is a matter of personal judg- 
ment. The second must depend on clinical exper- 
ience and laboratory findings. 

When for any reason primary suture is not indi- 
cated or practiced, it becomes necessary to treat the 
infection. This treatment itself presupposes a prior 
surgical treatment. Among the methods which have 
stood the test of time, many are good, none are per- 
fect. No one method in particular can guarantee 
infallibly recovery from certain infections, especially 
certain streptococcal infections. W. A. BRENNAN. 
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Morrison, J. T., Hartley, J. N. J., and Bashford, 
E. F.: The Treatment of Wounds. Lancet, 
Lond., 1918, cxcv, 230. 

The authors compile the results obtained by the 
Carrel-Dakin treatment of wounds in 200 cases. 
The types of wounds treated were as follows: 
wounds of the soft parts, 37 per cent; compound 
fractures, 46 per cent; wounds of joints, 17 per cent. 

The cases are divided into those operated upon 
during the first twenty-four hours after injury, and 
those operated upon after twenty-four hours or 
without preliminary cleansing. The results show 
earlier healing in the first class. 

The authors’ treatment follows the technique 
laid down by Carrel. Wounds are sutured only 
when cultures show one organism to the field; 
otherwise the treatment is continued. 

I. E. BisHkow. 


Wright, A. E., Fleming, and Colebrook: The Con- 
ditions Which Permit the Sterilization of War 
Wounds by Physiological Action (Des condi- 
tions qui permittent d’obstenir la sterilisation des 
plaies de guerre par action physiologique). Arch. 
de méd. et pharm. mil., Par., 1918, Ixx, 563. 


The treatment of bacterial infections has always 
been undertaken with a certain amount of pre- 
conceived ideas. The surgeon who treats wounds by 
the action of antiseptics usually supposes that the 
organism is incapable of defending itself against 
microbic infection. The contribution of the authors 
is a study of what the organism can do and the 
limits of its antibacterial power, and especially 
the action in this respect which can be expected 
from the blood, and the blood serum. The action 
of various sera, etc., on the commoner types of 
infecting microbes is shown in a number of plates 
and tables. 

The results of their study show the authors that 
there are many surgical precepts believed to be 
true which should be forgotten. These the authors 
sum up thus: 

1. The teaching is false that it is necessary before 
closing wounds to undertake their sterilization; 
and as a consequence, to avoid primary suture and 
only practice secondary suture after having applied 
antiseptic treatment. It is now beyond all doubt, 
as regards primary suture, that a wound after 
immediate resection and surgical clearance can be 
regarded as sterile; it is equally certain that secondary 
suture of a wound which shows favorable conditions 
and a purely serophytic infection directly con- 
tributes to sterilization when there is no infected 
dead space left in the wound. 

2. It is wrong to teach that one can learn when to 
close a wound from cultures and a direct examination 
of the pus. It is much more rational to base judg- 
ment on the results of a culture. 

3. Formerly it was taught that a suture could 
not be made successfully in a wound containing a 
hemolytic pyogenous streptococcus. It is known 
that leucocytes in favorable conditions can fight that 
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microbe successfully as naturally as in the case of 
other streptococci, and that the conditions can be 
realized by suture. 

4. It was believed that it was necessary to em- 
ploy chemical solvents to remove necrotic tissue of 
contaminated wounds. The authors have learned 
that dead tissue can be dissolved by the trypsic 
ferment liberated by the disintegrated leucocytes; 
and that the liberation of this ferment can be 
accelerated by theaction of hypertonic saline solution 
which activates the disintegration of the leucocytes 
in the discharges. 

5. It was formerly taught that sterilization could 
only be obtained after frequent and repeated 
applications of antiseptics. The authors have 
learned that nothing prevents any part of a wound, 
which has been cleared by lavage of all albuminous 
substances, from being sterilized by a single applica- 
tion of antiseptic. W. A. BRENNAN. 


Perkins, J. A.: Preliminary Report of a Method 
for Estimating in Vivo the Germicidal Activity 
of Antiseptics. Ann. Surg., Phila., 1918, lxviii, 241. 


A method for estimating in vivo the germicidal 
activity of antiseptics is being tried out at the 
Pennsylvania Hospital and a preliminary report is 
presented. In order to reduce as far as possible the 
element of the personal equation, the work was done 
by one man. The technique employed was as fol- 
lows: 

The inoculations were made from the same part 
of the surface of the wound, one definite spot being 
selected and used throughout; the attempt was 
made to get a uniform-sized drop; the same plati- 
num wire loop was used each time. The drop ob- 
tained was inoculated at the bedside in 2 ccm. of 
plain bouillon; the bouillon suspension, undiluted, 
was immediately poured over an agar-agar plate 
which was then covered and turned upside down 
and marked with the patient’s number, the number 
of the culture, and the time the culture was taken. 
The plate was then taken to the laboratory and 
placed in an incubator and kept at 37° C. At the 
end of twenty-four hours the colonies were counted 
macroscopically and recorded. 

The author cites three cases in which the method 
was tried with dichloramine-T in oil of eucalyptol 
and hypochlorite solution. His results show that 
after dressing with dichloramine-T there was an 
initial drop or practical sterilization of the wound 
surface followed by a gradual reappearance of the 
organisms, the germicidal activity lasting sixteen, 
eighteen, and twenty hours respectively in the three 
cases. 

With the hypochlorite solution there. was an 
initial drop followed by an immediate rise to infinity, 
in one case within an hour, in the other two hours, 
showing how short a time the antiseptic is active. 

With dichloramine-T in chlorcosane solvent there 
is an initial drop followed by a gradual rise in the 
count, showing a germicidal activity lasting through- 
out full twenty-two hours. 
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The author believes that through this method 
some idea can be obtained of the comparative 
strength of antiseptics and the length of time 
during which they are active when applied to human 
tissues in the presence of infection. 

G. W. 


Ehrenpreis: Indications and Technique of Second- 
ary Suture (Indications et technique de la ré- 
union secondaire). Presse méd., Par., 1918, xxvi, 490. 


Ehrenpreis says that there are three conditions 
to be fulfilled before a wound can be secondarily 
sutured: 

1. The wound must be sterile. This does not 
mean that microscopic examination and cultures 
made from secretions must be absolutely sterile. 
Experience has shown that when the clinical condi- 
tions appear satisfactory, the existence of a few 
microbes, even streptococci, does not constitute a 
contra-indication to suture. 

2. The wound surface must be as level as possible. 
If there are any dead spaces or cavities, they form 
a good lodging place for microbes. 

3. The wound should be closed without undue 
tension in the approximation of the tissues. 

The author believes that secondary suture should 
be done under a general anesthetic, as local or re- 
gional anesthesia diminishes the vitality of the 
tissues which ought to be in the best physiological 
condition. 

The author gives the detailed technique of second- 
ary suture, comprising incision, resection and trim- 
ming of the wound edges and tissues, and suture. 
The stitches should not be too near each other. No 
matter how perfect the disinfection and no matter 
how minute the surgical preparation, a revival of 
infection must always be feared, and it is well to 
make a filterable suture, the stitches being at least 
2 cm.apart. This applies to the muscles and apon- 
eurosis. When there are extensive tissues, drainage 
for twenty-four to forty-eight hours is desirable. 

W. A. BRENNAN. 


ANZSTHETICS 


Blomfield, J.: Recent Work on Anesthetics. 
Practitioner, Lond., 1918, ci, 279. 


Cotton, of Toronto, is quoted as saying, ‘‘ Ethyl 
ether is not an anesthetic, and the analgesia which 
comes from the administration of commercial 
ether is not due to ether, but rather to the impuri- 
ties occurring in it.’””’ The impurities may be alco- 
hols or acetones, which act antenasally, or alde- 
hydes, which irritate the nasopharynx or bronchi. 
Absolute di-ethyl ether will not anesthetize. If a 
small amount of carbon dioxide is present, the 
patient enters anesthetic and analgesic stages. To 
obtain anesthesia proper, one must have acting a 
narcotic together with an analgesic, e.g., di-ethyl 
ether and carbon dioxide. 

The use of anesthetics in war surgery at the front 
continues to provide much difference of opinion as 
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to the best methods in cases of severe shock and 
hemorrhage. Spinal anesthesia, from which much 
was hoped, is in most hands regarded as disappoint- 
ing and dangerous in these cases. Gwathmey finds 
that the performance of painful dressings gives a 
wide field for most advantageous use of oral anes- 
thesia. 

Discussing the toxic factors of some of the common 
anesthetics, Graham advances the view that the 
evil effects of chloroform are due to hydrochloric 
acid originating in the body from the decomposi- 
tion of the anesthetic. Certain anesthetic sub- 
stances, notably those which belong to the group 
of alkylhalids, are capable of yielding strong min- 
eral acids in the tissues as dissociation products. 
For example, chloroform is broken down in such a 
way as to yield hydrochloric acid in the body 

The comparative efficiency of local anesthetics 
has been subjected to experimental investigation by 
Sollman. The relative efficiencies, as established by 
experiment, are summarized thus: 

1. Foranzsthesia of mucous membranes, cocaine, 
beta-eucaine, alypin, and tropacocaine are the most 
useful. Alkalization increased the efficiency from 
two to four times; the mixtures, however, do not 
keep well and must be recently made. 

2. For infiltration and injection anesthesia, 
cocaine, novocaine, tropacocaine, and alypin are 
equally efficient. Beta-eucaine and quinine with 
hydrochloride are intermediate; apothesin and 
potassium sulphite (or chloride) are inefficient. 
Efficiency is not increased by alkalization. Several 
of the synthetic substances can completely take the 
place of cocaine. 

Local anesthetics are preferred by Farr in the 
performance of abdominal operations of all kinds. 
Novocaine is the anesthetic preferred. For ortho- 
pedic operations Elmer favors ether and nitrous 
oxide and oxygen, and insists on the desirability of 
only light narcosis. E. B. Fremicn. 


Achard, H. P.: Spinal Anzsthesia with Novocaine 
and with Stovaine (Rachianesthésie a la novo- 
caine et rechianesthésie 4 la stovaine). Progrés 
méd., Par., 1918, p. 299. 

Within two years the author has practiced 225 
low spinal anesthesias, novocaine being employed 
in 111 cases and stovaine in 114. The stovaine used 
was a Solution of 10 cg. per ccm. The novocaine was 
a solution of 10 cg. per ccm. The dosage was 7to8 
cg. of novocaine and 6 cg. of stovaine. 

The author has made a comparative stinile of the 
results obtained with the two agents, from which he 
concludes : 

1. By practicing only low spinal anesthesia and 
using doses not exceeding 6 cg. for stovaine and 
7 or 8 cg. for novocaine, more than 200 spinal 
anesthesias have been done without accident. Un- 
der the restrictions these are not dangerous methods 
of anesthesia. 

2. Minor accidents (headache, nausea, etc.) were 
a little more frequent with stovaine than with novo- 
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caine. Moreover, the minimum, temporary, and 
constant fall of arterial pressure was it mueiets 
for stovaine on the average and only 1 centimeter 
for novocaine. Such differences between the two 
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Wagstaffe, W. W., and Adie, W. J.: Notes on a 
Series of 161 Cases of Gunshot Wounds of the 
Head. J. Roy. Army M. Corps, 1918, xxxi, 307. 


These cases were treated at No. 7 General Hos- 
pital, from May to August, 1916. The types of head 
cases sent from the casualty clearing station to Gen- 
eral Hospital No. 7 in which operation seemed likely 
to be of benefit were those with slow pulses. Cases 
with rapid pulse as a rule were not sent back, as 
they usually are too hopeless to submit to opera- 
tion. 

The type of operation is as follows: excision of 
scalp wounds; cutting away bone to show about 
half an inch of uninjured dura; no deep search for 
the projectile; covering the exposed brain by the 
scalp; a short period of drainage by tubes through 
the angle of the flap. The brain has only been 
drained in exceptional cases. 

There were two methods of bringing the cases to 
the General Hospital: (a) by motor ambulance, which 
brought the patients directly from the casualty 
clearing stations without operation, the patients 
reaching their destination within twenty-four hours 
after being wounded; (b) by barge. These cases are 
brought from the casualty clearing stations where 
they have usually been operated upon. They are 
moved at a variable period after operation. 

The authors’ report is based on 136 cases of 
injury to the skull, 25 cases of scalp wound requir- 
ing operation, and 123 cases trephined, a total of 
284. 

There were 73 cases of penetrating wound of the 
dura and 27 non-penetrating wounds. Of this 
number 27 per cent died following operation. 

Postmortem examinations were held on these 
cases. Thirteen deaths occurred within forty-eight 
hours of the time of wounding and in nearly all of 
these cases the. cause of death was involvement 
of the lateral ventricle, accompanied by laceration of 
the brain. At the postmortem ependyma of the 
lateral ventricle was found to be pierced, and the 
lateral ventricle cavity and often the other ven- 
a as well contained lacerated brain matter and 

lood. 

On admission to the hospital an X-ray was taken 
of the patient’s skull and the patient then sent 
to a ward. After a rest of from four to twenty-four 
hours he was operated upon. Operation was usually 
of the most conservative type and consisted, in the 
case of penetrating wounds of the dura, of an excision 
of the wound, turning down a flap, removing the 
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anesthetics are of no importance as regards the 
general results. Anesthesia usually lasted one and 
one-fourth hours, irrespective of the agent used. 

W. A. BRENNAN. 


HEAD AND NECK 


bone so as to give a margin of at least one-fourthof an 
inch of healthy dura around the perforation, suturing 
the excised wound, and closing the flap with lateral 
drainage. In some cases of extensive injury of the 
brain a drainage tube has been inserted through the 
excised wound into the brain. 

The operation was performed under general 
anesthetic with an injection of morphia, atropine 
and scopolamine previously. 

The after-treatment consists in maintaining the 
patient in a condition of perfect quiet. Restlessness 
is a very common feature of these cases and is gen- 
erally combated with injections of morphia and 
atropine. 

Healing of wounds has been remarkable and only 
one case was discharged to England with a large 
granulating surface. This patient hada very large 
hernia cerebri which subsided under repeated lumbar 
puncture and became well covered with healthy 
granulation tissue. 

Thirty-six cases were operated upon _ before 
admission to General Hospital No. 7. Of this number 
30.5 per cent died after admission. The large pro- 
portion died of purulent basal meningitis, only one 
case dying of cerebral laceration and involvement 
of the ventricles. 

A small number of lacerated scalp wounds were 
admitted to the hospital. They were all treated in 
the same way by excision of the wound and suture. 
If it was impossible to approximate the edges of the 
wound completely, a drainage tube was inserted. 
Healing was uniformly good, but in two cases 
suppuration occurred. 

The following points were emphasized by the 
authors, as it is impossible to draw any but tentative 
conclusions at this time: 

1. There is a great advantage in being able to 
keep patients in one place after operation without 
subjecting them to the serious vibration involved ina 
journey. 

2. Before operation patients stand transport 
very well, even very seriously wounded cases. 

3. The nursing of head cases demands a large 
number of highly trained attendants. 

4. Before operation every case of gunshot wound 
of the head should be X-rayed. . 

5. Recovery of function in paralyses, the result 
oes wounds of the head, is most remark- 
able. 

6. Retention of a foreign body in the brain is not 
immediately and necessarily hurtful. Twenty-three 
cases of this class have already gone to England from 
this hospital. G. W. Hocnrem. 
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Wollstein, M.: A Further Study of Experimental 
Parotitis. J. Exp. Med., 1918, xxviii, 377. 


In a previous paper it was shown that the parotid 
gland and testicle of a cat injected with a bacterial 
sterile filtrate of the salivary secretion of children 
in the active stage of parotitis can be made to devel- 
op a pathological condition having several points of 
resemblance to that present in mumps in human 
beings. 

The presence of acute cases of parotitis in military 
camps near New York City provided the opportunity 
to repeat the experiments with material from adult 
cases 


In order to repeat the work done two years ago, 
mouth washings in normal saline solution were ob- 
tained from soldiers suffering from acute parotitis 
for one to twelve days. The washings were filtered 
through a Berkefeld candle N, and the filtrate, 
which was sterile by ordinary aerobic and anaerobic 
culture methods, was inoculated into the parotid 
glands and testes of healthy half-grown cats. 

As a result of these experiments the author makes 
the following summary: 

A new series of inoculations into cats of the filtered 
sterile salivary secretions derived from cases of paro- 
titis has been performed. They confirm the obser- 
vations made in 1915 and 1916 and extend them to 
include the epidemic parotitis occurring among mili- 
tary forces. Incidentally confirmatory evidence of 
the filterable nature of the causative agent of mumps 
has been obtained. 

It has been determined that the saliva of man and 
of inoculated cats, and the inoculated glands of the 
latter animals, contain the filterable infective 
agent. 

The lesions present in the inoculated organs con- 
form to those described in the first publication. In 
addition, the lymph-glands adjacent to the salivary 
glands on the uninoculated side were sometimes 
found to be swollen and to exhibit microscopic 
lesions. Probably the involvement resulted from 
salivary and lymphatic infection. 

The virus of parotitis was detected most readily 
in the saliva during the first three days of the disease, 
less easily on the sixth day, and not at all on the 
ninth day. It was detected also in the blood of 
patients showing marked constitutional symptoms, 
and in the saliva of a case of recurrent mumps at the 
period of enlargement of the parotid glands, but 
not two weeks after the swelling had subsided. It 
was not detected in the cerebrospinal fluid. 

GrorcE E. 


Roberts, J. B.: Treatment of Gunshot Fractures 
of the Mandible. Ann. Surg., Phila., 1918, Ixviii, 
245. 

Roberts calls attention to the frequency of man- 
dibular fractures with the present method of war- 
fare. The shape, situation and function of the lower 
jaw and its relation to other facial structures lend 
to the vulnerating missile an extraordinary oppor- 
tunity for serious complicating lesions. 
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The usual fractures occurring in the body of the 
mandible are not difficult to reduce and keep re- 
duced, if both jaws have intact teeth. Where there 
is a great loss of teeth or a marked ablation of bone, 
the difficulty of maintaining the reduction is much 
greater. Teeth which are simply loosened should 
not be taken out unless they impede reduction or 
are situated within the line of fracture. 

After the fragments are brought into apposition 
in uncomplicated fractures, the upper and lower 
teeth should be kept in contact by closing the mouth 
and holding the mandible firmly against the upper 
jaw by a figure-of-eight bandage of occiput or chin, 
or by some similar appliance. The mouth should be 
cleansed with disinfectant washes frequently, and 
feeding carried on by introducing liquids through 
the crevices between the teeth or through a tube 
passed between the cheek and teeth into the space 
behind the last molar. When a simple bandage will 
not give the necessary support, a molded splint 
should be applied to the outside of the skin, to con- 
stitute a hollow gap fitting the front and lower sur- 
faces of the mandibular region. 

If the tendency to displacement is persistent, the 
fragments should be wired together. This may be 
done by passing a strong silver thread around 
several teeth on each side of the fracture and twisting 
the ends tightly with pliers. To prevent motion at 
the site of fracture, dental splints are worn inside the 
mouth. 

Union of ordinary fractures of the mandible 
occurs in about five weeks. The normal occlusion of 
the teeth should be re-established in gunshot 
fractures as soon as possible, even before there is 
any general suturing of soft tissues, if these are 
greatly lacerated. Unless this is accomplished, the 
fracture displacement will probably become per- 
manent and reconstruction of the contour of the 
face very difficult to effect. Several types of splint 
have been devised for this purpose, such as bands 
or caps fitted or cemented to the teeth, or a metal 
arch or vulcanite substitute for the bone introduced 
between the fragments. 

The author quotes Blair’s suggestions on the 
treatment of mandibular fractures due to gunshot 
and shrapnel injuries. These are in part as follows: 

1. Fractures of the body of the mandible in front 
of the last existing tooth with no loss of bony sub- 
stance. This type may occur from concussion with- 
out the projectile striking the jaw and fixation may 
be obtained by the usual methods of civil practice. 

2. Fractures of the body of the mandible in front 
of the last existing tooth with considerable displace- 
ment or considerable loss of substance and with few 
teeth remaining. The majority of gunshot fractures 
belong in this class. In one type of this fracture 
there is a loss of substance at the symphysis, tending 
to draw the fragments together in front with the 
occlusal surfaces of the teeth facing each other. In 
the second type the loss of substance is in the lateral 
portion of the bone. In both types fixation may 
be secured by fixing the fragments in normal relation 
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to the upper teeth by means of the metal jacket and 
wire splint described by Hayes. In the third va- 
‘riety of this fracture there is a tendency for the 
lower jaw to swing over to one side on account of 
loss of substance. In this case the outer surface of 
the splint on the opposite side may be furnished 
with a metal flange to engage the teeth of the upper 
jaw. This acts as an inclined plane to throw the 
teeth into proper occlusion when the jaws are:closed. 
3. Fractures of the mandible behind the last 
existing tooth. These fractures include those of the 
body of the bone, the ramus and condyle. If no 
tendency to displacement is present and no loss of 
substance has occurred, the simplest method of 
treatment is fixation of the lower jaw to the upper 
with ligature wires directly applied to the teeth, or 
by the employment of Gilmer’s posterior or lingual 
arch. Where there is a loss of bone without dis- 
placement in fractures of the angle and ascending 
ramus, the fragments may be wired without a 
splint. If the ramus is displaced either forward or 
laterally, the fragments may be fixed by wiring the 
teeth to those of the upper jaw and applying an 
intra-oral plastic splint of modelling compound. 
Where no teeth are available for wiring, inter- 
maxillary fixation with ligature wire may be applied. 
The complications of gunshot fractures of the 
mandible are sepsis, necrosis of fragments, primary 
or secondary hemorrhage, septic oedema of the 
tongue, throat, or glottis, producing a dangerous 
dyspnoea. G. W. Hocurein. 


Bloodgood, J. C.: The Treatment of Tumors of the 
Upper Jaw with the Cautery. Tr. South Surg. 
Ass., Baltimore, 1918, December. 


The employment of the cautery in the partial or 
complete removal of malignant tumors is an old 
method. The author’s experience during the past 
five years has demonstrated that there is much to be 
learned as to the details of its application. 

When the results of operations for the removal of 
tumors of the upper jaw with the knife alone are 
compared with the results of the removal of identical 
tumors with the cautery, it is found that the mortal- 
ity is distinctly decreased, and cures have been 
accomplished with less mutilation. Whether the 
actual number of cures has been increased cannot be 
demonstrated at the present time. 

The reduction in mortality is associated with the 
employment of local anesthesia alone, or in com- 
bination with light chloroform general anesthesia. 

In many instances it is safer to remove the 
disease involving the upper jaw in stages. It is 
remarkable how much can be done under local 
anesthesia alone. When a general anesthetic is 
necessary, chloroform, in the author’s experience, 
seems to meet the indications best. It does not 
interfere with the use of the cautery. It is the best 


anesthetic when operations are performed in the 
region of the oral cavity. It should never be pushed 
to complete narcosis. The patient has no memory of 
pain, and although he is so lightly under the in- 
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fluence of the anesthetic that all reflexes are active, 
he remains more or less quiet. 

When chloroform is not pushed to complete 
narcosis the danger seems practically eliminated, and 
the operations can be repeated at intervals of 
three or four days. In some cases there have been 
as many as fourteen operations. 

The surgeon should hold himself responsible for 
the anesthetic and direct its administration. In all 
of the author’s cases the pulse and blood-pressure 
are recorded every five or ten minutes. The chloro- 
form is rarely administered longer than one hour. 
When the cautery instead of the knife is employed, 
the operation can be discontinued at any moment. 

The duration of the operation and the number of 
operations largely depend upon the general condition 
of the patient and local extent of the neoplasm. 

When the cautery is employed it is possible to 
remove the tumor piecemeal and to destroy from 
tumor tissue into the surrounding healthy tissue 
without danger of dissemination, while with the 
knife one must give the tumor tissue a wide margin 
and remove the entire mass en bloc at one operation. 

In tumors involving the upper jaw, the complete 
excision with the knife, when the disease is extensive, 
always sacrifices more healthy tissue than when the 
cautery is employed, and the danger of this single 
extensive removal with the knife is greater. 

In the removal in stages with the cautery it is 
also possible to have a pretty positive microscopic 
control as an indication that enough has been done. 
One also learns quickly to distinguish by its gross 
appearance granulation tissue in which there is no 
tumor tissue from that which still contains tumor 
tissue, which can be checked by the removal of a 
piece with the cautery for microscopic study. 

The new-growth should be attacked with the 
cautery from two points. One should burn the 
tissue at the border of the tumor. This not only 
destroys the infiltrating area, but excites the 
healthy tissue beyond a granulation tissue, which of 
itself is largely protective against secondary invasion, 
at least during the period of complete removal. 
The second attack should be upon the new-growth 
itself, if possible from the center out. 

These two methods of attack are varied according 
to the size of the neoplasm and its local growth and 
the anatomical character of the surrounding un- 
involved tissue. 


Sebileau, P.: The Surgical Treatment of Pseudar- 
throses of the Lower Jaw Following War 
Wounds (Ma pratique du traitement chirurgical 
des pseudarthroses de la machoire inférieure con- 
sécutives 4 des traumatismes de guerre). Bull. et 
mém. Soc. de chir. de Par., 1918, xliv, 1308. 


Between September, 1916, and April, 1918, 
Sebileau performed 29 operations for pseudarthrosis 
of the lower jaw due to war wounds. In 2 cases he 
did a metallic osteosynthesis ; in 5 cases he used 
costal cartilage grafts; and in 22 cases a tibial 
osteoperiostic strip. 
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Both the osteosynthesis cases suppurated and 
only partial success was obtained. In the 5 costal 
cartilage graft cases 4 suppurated; 3 of these were 
however successful, and 1 partly successful; the 
fifth case was a complete failure. Of the 22 tibial 
graft cases 7 suppurated; the cases gave 12 suc- 
cesses, 4 improvements, 2 partial successes, and 4 
failures. 

The fact that 13 of these patients showed a 
purulent suppuration within a few days or weeks 
after the operation indicates an enormously high 
percentage for this complication and is the reason 
why more excellent total results were not obtained. 
It appears due to the fact: (1) that infection, latent 
for a long time in the region of an open and infected 
fracture, can be awakened; (2) that the integumental 
covering of the scars was poor and easily exposed the 
graft region to infection from without; (3) that the 
buccovestibular mucous was accidentally perforated 
during the grafting. 

There are some practical conclusions to be drawn 
applicable to the surgical treatment of mandibular 
pseudarthroses: 

1. Surgery has completely cured only about one- 
half the cases. 

2. It has ameliorated and will probably eventual- 
ly cure one-third of the remainder; a sixth has simply 
been improved, and in the remaining sixth there is 
no effect. 

3. Suppuration, if it is followed by total or al- 
most total elimination of the graft, is the only 
element which plays an important part in the 
plastic and functional results of the operation. 

4. The results of metallic prosthetics are not 
encouraging. . 

Sebileau discusses the details of his technique, 
as well as the circumstances which affect the success 
of the operation. W. A. BRENNAN. 


New, G. B.: The Use of Heat and Radium in the 
Treatment of Cancer of the Jaws and Cheeks. 
J. Am. M. Ass., 1918, |xxi, 1369. 


Fifty-seven cases of cancer of the jaws and cheeks 
were seen at the Mayo Clinic during 1917. Thirty- 
two of the patients were inoperable; four had glandu- 
lar involvement, but operation was considered 
advisable and a block dissection was done in addition 
to the treatment of the local growth. Twenty-one 
had no glandular involvement and were treated with 
the cautery and radium. Of these, twenty have been 
traced, and fourteen of them have been free of local 
recurrence for from six to eighteen months. One 
patient recauterized three months previously has 
had no recurrence thus far. One died of lymphatic 
leukemia. Two of the fourteen patients developed 
glands of the neck, and had block dissections. One 
patient had a hopeless local recurrence, and two 
died from cancer. 

Five of the twenty-one patients had been operated 
upon before coming to the clinic. Seven of the 
epitheliomata were associated with, and apparently 
had originated in, a leucoplakia. In one case, the 


tumor developed on a pathologic fracture of a bone 
cyst of the jaw. Nineteen were in men and two in 
women. Before operation, patients are advised 
that they must return for observation at least once 
a month during a period of six months or more 
following the operation, so that they may have im- 
mediate care, if there is any recurrence. 

The operation is performed under ether anesthesia. 
All teeth in the area involved or those that prevent 
good exposure of the growth are removed. If possi- 
ble, the entire growth is excised with a knife cautery 
and the base is cauterized with soldering irons. If 
this is not possible, the irons are inserted into the 
tumor. A_ water-cooled speculum prevents the 
burning of the lips or cheeks, and it affords good 
exposure. The cautery should be used longer than 
seems really necessary, at least from twenty to forty- 
five minutes. If the growth involves the antrum, the 
soldering irons are carried up into the antrum and the 
entire growth gradually burned away. A slow heat 
that gradually cooks the tumor is preferable, and 
soldering irons are found to be more satisfactory than 
the electric cautery. Secondary hemorrhage 
occurring during the first ten days or two weeks 
following cauterization, if not readily controlled by 
packing, must be controlled by ligation of the 
external carotid with the lingual and facial branches. 

Two weeks after the cauterization, most of the 
slough will have cleared off, and radium is then 
applied directly into this open area. It is directed 
into the ulcerating area on lead applicators, using a 
50 or 100 milligram tube within a silver tube from 
fifteen to twenty hours, without screening. If the 
growth has involved the cheek, radium is applied 
with screening externally over the cheek, thus 
cross-firing. Large pieces of sequestrum usually 
come away from the jaw in from a month to six 
weeks after operation. In a month from the time the 
first radium treatment is completed, further treat- 
ment is given and repeated as often as the condition 
indicates. If there is any recurrence noted, a second 
cauterization is done, followed by more radium. 

The author believes that by the addition of radium 
to the treatment of these tumors, much more is 
accomplished. The immediate results in the treat- 
ment of epithelioma of the jaws and cheeks by the use 
of the cautery and radium seem to have been very 
encouraging. ‘There was no operative mortality. 

E. C. Roos, 


Pinel: Two Cases of Almost Complete Phosphorous 
Necrosis of the Jaws (Deux observations de néc- 
rose phosphorée presque compléte des maxillaires). 
Bull. méd., Par., 1918, xxxii, 375. 


The author gives the details of two cases of al- 
most complete maxillary phosphorous necrosis 
occurring in employees in pyrotechnic factories. 

The necessity for surgical operation in such cases 
is evident, as a period of waiting for the spontaneous 
elimination of sequestra exposes the patient to 
many dangerous local and general complications, | 
especially secondary infection. 
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All surgeons are not agreed with regard to the 
most opportune time for operation. Some think 
the disease is an expression of general intoxication 
and that operation should be deferred, as an early 
operation does not arrest the process. The German 
school favored early operation, an early resection 
being considered as definitely stopping the progress 
of the disease. 

The author takes rather a middle course, judging 
the case from its clinical manifestations. If the 
toxic process is evidently in progress, it is ad- 
vantageous to wait for limitation of the disease, 
mobilizing the sequestra, etc., in a preliminary 
operation, the necessary resection being done at a 
later operation. ‘The author believes that this 
technique gives a solid periosteal covering and helps 
bone regeneration. W. A. BRENNAN. 


Janeway, H.: The Treatment of Tumors of the 
Superior Maxilla. Ann. Surg., Phila., 1918, Ixviii, 
353- 


Janeway reports the result of 55 cases of tumor of 
the superior maxilla treated during the past three 
and one-half years by means of radium, assisted 
when necessary by conservative operations. 

Of the benign tumors encountered, the papillomata 
were the simplest. Two very definite varieties were 
found, one the simple circumscribed papilloma 
showing little tendency to metaplasia and _ re- 
sembling in every way the common warts of the 
skin. The second variety is one which early in its 
growth forms sessile and very superficial minute 
papillary projections, which spread superficially 
over large surfaces and are prone to become true 
epitheliomata. One case of simple papilloma and 
one each of the other two varieties were treated with 
radium. These papillary growths are easily cured by 
surface applications of radium. 

One case of myxoma was met with. This was cured 
by radium, but left a bad facial deformity. Two 
cases of fibrosarcoma, both starting in the nose and 
subsequently invading the antrum, were in.the 
series. The radium treatment was not successful 
owing to the late stage at which it was started. 

There were two cases of osteoma of the antrum. 
These do not yield to radium because of the dense 
bone of which they are formed. However, it is of 
service in retarding the growth. 

Two cases of giant-celled sarcoma were reported. 
In one a single treatment led to complete retro- 
gression of the tumor. 

One case of chrondroma of the superior maxilla 
was treated with radium, but at the time the paper 
was written it was too early to report a definite result. 

One case of melanosarcoma of the superior maxilla 
was unaffected by radium. 

Of the malignant tumors of the upper jaw, car- 
cinoma attracts the most attention, there being 43 
cases in the series. The site of origin of cancer of the 
upper jaw bears a direct relation to the prognosis. 
The three principal sites are antral, nasal, and oral. 
In 21 cases the tumor began in the mouth upon the 
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superior alveolus. In 18 it began supposedly within 
the antrum, though in 6 the antrum was later found 
not involved. In 4 it began within or in close relation 
to the nasal cavity. 

Cancer of the upper jaw is more frequent in males 
than in females, possibly because men smoke more 
than women, are engaged in occupations subjecting 
them to inhalation of dust and inflammatory condi- 
tions depending on outdoor occupations. 

Sixty-nine per cent occurred between the ages of 
forty-five and seventy; 28.5 per cent between fifty 
and sixty years. 

In the oral cases the first symptom was ulceration. 
A few patients complained of loosening of the teeth 
in the superior alveolus. Later there was increase in 
the size of the ulcer, swelling of the alveolus, and later 
of the face. 

In the antral cases the first symptom was irritation 
of the eye, due probably to obstruction of the 
lachrymal duct, followed by swelling of the face or 
alveolus, nasal obstruction, pain and often loosening 
of the upper teeth. 

In the nasal cases, the symptoms were nasal ob- 
struction, discharge, and irritation of the con- 
junctiva. The regional lymphatics are involved late 
in the disease. 

In studying the pathology of cancer of the upper 
jaw, four types of epidermal cancer were found. 
The simplest form possesses a papillary structure and 
its epithelial cells form solid intertwining columns 
with no intervening connective tissue. The squamous 
cell variety contains pearls and is composed of large 
atypical pavement cells. This variety is very malig- 
nant, causing death by rapid local growth, though the 
regional lymphatics are not involved until late in 
the disease. The columnar cell type is as malignant 
as the squamous cell. The fourth form represents an 
atypical proliferation of cells, characteristic of the 
schneiderian musoca. The adamantinomata form 
a fifth group. 

Carcinoma of the antrum when treated early gave 
excellent results with the radium. 

There was no immediate mortality from the ra- 
dium. There was occasionally a primary over-dosage. 
Those making use of radium should bear in mind 
that limited improvements mean much to the 
patient, even though no permanent cure is possible. 

G. W. Hocnrein. 


the Maxillary to the Face with Involve- 


Naftzger, B.: 
Antrum. J. Jowa St. 


ment of 
M. Soc., A viii, ed 


Naftzger reports 7 cases of injury to the face with 
involvement of the maxillary antrum. Five were 
due to direct violence; in 2 the force was probably 
: plied to the side of the face. He believes that 

class of work should be done by a rhinologist 
a thoroughly understands anatomy of the nose 
and accessory sinuses. 

‘In all the cases reported the anterior antral wall 
was fractured in several places. There were a 
number of small fragments a bone depressed and 
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the fragments were pushed into place as carefully 
as possible. With the exception of one case there 
was no necrosis. 

He recommends that in these cases with depression 
of the anterior wall and blood in the antrum, it is 
policy to open through the anterior wall, elevate 
the fracture, and establish drainage through the 
nose. M. N. FEDERSPIEL. 


Major, R. H., and Black, D. R.: A Huge Heemangi- 
oma of the Liver Associated with Hzemangi- 
omata of the Skull and Bilateral Cystic 
Adrenals. Am. J. M. Sc., 1918, clvi, 469. 


Hemangiomata of the liver are the most common 
and familiar tumors of this organ, but are usually 
first discovered at autopsy. The case here reported 
was under observation for two years before death 
occurred and is of interest because of the size of the 
tumor and because it was associated with similar 
tumors of the skull and adrenals. The liver ex- 
tended 40 cm. below the xiphoid process in the mid- 
line and weighed 18,160 grams. The whole organ 
was involved, there being very little normal liver 
tissue left. The literature was searched and no 
similar tumor of the liver was found so large. It 
was ten times the normal weight of the liver and 
weighed nearly half of the patient’s entire weight. 

Authors differ as to the cause of hemangiomata, 
but in this case the evidence was strong that they 
were dealing with a genuine cavernous angioblas- 
toma in the sense of Borst. The gross picture of 
the liver, with such a large amount of the liver 
parenchyma replaced by cavernous blood spaces, 
is strongly suggestive of an invasive growth. 

The skull showed two prominences, one over the 
left eye and the other over the left temple. This 
swelling was produced by a thickening of the bone 
which was unusually spongy; the large spaces were 
filled with blood. In some places these spaces seemed 
to lie on the bone, in others they gave the appear- 
ance of dilated blood-vessels coursing in the bone 
marrow; also large dilated blood-vessels surrounded 
by fibrous tissue were lying on the bone. This 
picture seems analagous to that in the liver where 
the cavernous blood spaces show a markedly de- 
veloped connective tissue framework lying against 
the liver cells. 

Both adrenals were enlarged and both together 
weighed 350 grams. Their surface was very uneven, 
numerous cyst-like structures were evident, and 
here and there were extensive hard gritty areas. 
Some of the cysts were filled with-a clear yellow- 
ish, jelly-like material and others contained shrunk- 
en masses of dark reddish material, apparently clot- 
ted blood. Nearer the center of the gland the spaces 
between the columns of adrenal cells were markedly 
dilated, some of which were filled with blood-clot. 
In many places also the adrenal tissue showed 
marked evidence of degeneration; masses of adrenal 
cells were in varying stages of disintegration so 
that often there was little left but the framework 
of reticulum. 
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Since the larger cysts were filled with a fluid close- 
ly resembling lymph, it is perhaps safe to label this 
specimen as a case of lymph cysts of the adrenal. 
Many spaces were filled wth blood and in some 
sections this was so prominent as to cast a suspicion 
that this was an hemangiomatous process, although 
not constant enough to warrant this diagnosis. 

P. W. Sweet. 


Frazier, C. H.: An Operable Tumor Invol the 
Ganglion. Am. J. M. Sc., 
483. 

With few exceptions all tumors of the gasserian 
ganglion are tumors of the middle or posterior fossa, 
with only coincidental involvement of the ganglion 
and not infrequently of other contiguous nerves as 
well. In 3 only out of 13 cases in which the tumor 
was exposed on the operating table did the tumor 
involve the gasserian ganglion. Of the three only 
one was operable. 

This patient was a man fifty-three years of age, 
who for three-months had suffered pain in the dis- 
tribution of the second division of the left trigeminal; 
it was at first jumpy in character, later becoming 
intense. This was followed by numbness in the upper 
lip and was associated with or followed by neuralgia 
above the left eye. The case was regarded as 
trigeminal neuralgia and treated with alcoholic 
injections. 

Obtaining no relief from this treatment, the 

tient was operated upon through a butterfly 
incision. The middle meningeal artery was exposed 
and divided and the foramen spinosum blocked with 
cotton. Thedura was reflected and an almond- 
shaped encapsulated growth on the ganglion was 
exposed. No difficulty was experienced in separat- 
ing the tumor except in the neighborhood of the 
second division and sensory root where the tumor 
was firmly adherent. The sensory root was avulsed, 
the tumor removed in toto and the outer two-thirds 
of the ganglion cut away. The patient made an 
excellent recovery. The pathological diagnosis was 
endothelioma. 

In both of the other cases the tumor was in- | 
operable and palliative measures only were in- 
stituted. . In one a decompression was done and in 
the other the sensory root was divided. 

P. W. Sweet. 


Brindeau, A.: Trepanation in the Newborn (De la 
trépanation chez le nouveau-né). Arch. mens. 
d’obst. et de gynéc., Par., 1918, vii, 103. 


The author did 4 trepanations in the newborn. 
In the first case there was a sinking-in of the cranium 
with fracture after a difficult forceps delivery. The 
dura was injured and the brain damaged by a bone 
chip. The infant made a good recovery and is 
normal two and a half years later. 

In the second case after a very difficult forceps 
delivery the child was almost dead and showed 
symptoms of meningeal hemorrhage. Operation 
was done while the child was comatose. Although 
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it revived somewhat after operation, it soon died. 
The third and fourth cases were similar, i. e., crush- 
ing of the cranium and meningeal hemorrhage 
respectively, after difficult labor with forceps 
manipulations. The infant with the meningeal 
hemorrhage died; the other made a good recovery. 
The author reviews the literature. He thinks 
that opening the cranium in the newborn is not so 
severe an operation as might be believed. ° It is 
clearly indicated when the cranium is crushed in, 
because it is the surest method of reducing bony 
depression. A small orifice suffices to permit the 
entry of the reducing instrument. Trepanation is 
also indicated in the meningeal hemorrhages of the 
newborn. The results obtained are en ouraging. 
A limited transosseous trepanaticn can be employed 
or the large transmembraneous trepanation follow- 
ing Cushing’s method. W. A. BRENNAN. 


Hassin, G. B.: Histogenesis and Pathology of Sub- 
dural Hemorrhages. Med. Rec., 1918, xciv, 669. 


The author concludes from the histopathological 
studies of the principal types of pachymeningitis— 
hematoma of the dura, arachnoid cyst, and pachy- 
meningitis proper—that neither form has anything 
to do wih the dura, that in none of them an inflamma- 
tion of this membrane is to be found, and that the 
principal, the most striking changes, are confined 
to the pia-arachnoid. The difference in the patho- 
logical findings, in some cases hemorrhages, in 
others cysts or mere thickening of the membranes, is 
due to the etiological factors which, in the form of 
acute infections or head injuries, are responsible for 
the subdural hemorrhages with or without cyst 
formation, or in the form of chronic infection, mostly 
syphilis, are productive of the variety pachy- 
meningitis proper. E. B. 


Fisher, H. M., and Ellis, A. G.: Sarcoma of the 
Brain. N. Y. M. J., 1918, cviii, 590. ‘ 


The authors report a case of sarcoma of the brain 
in a woman of fifty-two. When first examined the 
patient had been complaining for a week of slight 
thickness of speech and some weakness of the right 
arm. Since there was no evidence of arteriosclerosis, 
systolic pressure 110 to 120, nor of a heart or kidney 
lesion, nor of sudden loss of power, it was decided 
that the symptoms pointed to an _ intracranial 
growth or to cerebral syphilis. 

_ About two months later she was admitted to the 
hospital in a semicomatose condition. A Wasser- 
mann blood and spinal fluid examination was nega- 
tive. She died two weeks later. Postmortem exam- 
ination revealed a tumor in the left parietal region 
of the brain. The entire area was soft and contained 
a thin reddish fluid, apparently blood-tinged serum. 
The general appearance was that of a solid mass that 
had softened and become partly fluid, with small 
hemorrhages occurring into it. The solid portions 
of the mass were quite sharply separated from the 
brain tissue, although on close inspection there ap- 
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peared no distinct capsule or similar structure sep- 
arating the two. 

Microscopical examination showed that the 
growth had no sharp line of demarcation from cere- 
bral substance; the latter was gradually infiltrated 
by the cells which extended for some distance into 
recognizable brain tissue before the latter was com- 
pletely replaced by the tumor. The structure of the 
tumor was very suggestive of glioma, which was the 
diagnosis provisionally made. Sections stained to 
demonstrate glia fibers, however, failed to show their 
presence. The conclusion was a sarcoma containing 
some very vascular areas. E. B. FREILIcH. 


Jones, W. A.: Cerebral (Edema from Pressure. 
J. Am. M. Ass., 1918, \xxi, 1265. 


Localized cerebral cedema arises from various 
causes, particularly from pressure conditions and as 
a frequent accompaniment of heart, kidney, and 
vascular disease. 

The author speculates on the mechanism of pro- 
duction of oedema and cites the theories of various 
authors as to the cause of localized oedema. 

A report is made of three cases in which a decom- 
pression operation for cedema resulted in marked 
improvement. I. E. Bisnkow. 


NECK 


Noehren, A. H.: Chronic Torticollis and Its Opera- 
tive Treatment; with Report of Three Cases. 
Interst. M. J., 1918, xxv, 698. 


The treatment of the common form of chronic 
torticollis is operative. If the case is not of long 
standing or is very slight, correction without opera- 
tion may be possible. In all other cases free division 
of the affected muscle and all contracted bands is 
necessary. This is best done by an open operation. 
The head is then brought into an extreme over- 
corrected position and a plaster-of-Paris bandage 
applied, passing over the head and around the chest, 
being careful to draw the head toward the opposite 
shoulder with the chin pointing toward the affected 
side. This dressing is left on from one to two weeks, 
after which time a cotton and gauze dressing may 
be placed around the neck with wooden or steel 
stays on the affected side and left on for a week or 
two. 

After the head is no longer fixed by dressings, 
manipulations and systematic exercises must be 
instituted. Manipulations consist in forcibly ap- 
proaching the head to the opposite shoulder and 
rotating it toward the affected side as far as possible 
several times a day. 

The most important exercises are as follows: 

Beginning with the head in the erect position, 
(1) laterally flex the head to the opposite shoulder 
and return; (2) rotate the head toward the affected 
side and return; (3) flex the head anteriorly, then 
extend posteriorly until the patient looks at the 
ceiling. These exercises should be taken several 
times a day. E. B. FREILICH. 
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Balfour, D. C.: Cancer of the Thyroid Gland. 
Med. Rec., 1918, xciv, 846. 

The author has based his observations on 103 
cases of cancer of the thyroid which have been seen 
in the Mayo Clinic between January 1, 1910, and 
August 1, 1918. The point of particular interest in 
connection with the incidence of the disease is that 
malignancy of the thyroid occurs only in thyroids 
that have undergone previous adenomatous growth. 
The disease, as far as experience in the clinic is con- 
cerned, practically never occurs in a perfectly healthy 
gland, orin a gland which is distinctively and typi- 
cally hyperplastic. 

The difficulty in early diagnosis is well illustrated 
by the fact that in only 18 per cent of these cases 
could a positive clinical diagnosis of cancer be made. 
In 36 per cent malignancy was considered a possi- 
bility in the pre-operative diagnosis, while in 46 per 
cent the condition was not even suspected until it 
was discovered during the course of operation or 
later by pathologic examination. This difficulty 
is largely due to the fact that early malignancy in 
the thyroid gland is unusually well concealed. In 
practically all instances the disease progresses from 
within outward, and as a rule the thyroid capsule 
is not reached until the disease has advanced to a 
considerable extent. The importance, therefore, 
of early operative interference in cases of nodular 
goiter is particularly apparent for this reason. 

Not infrequently diagnostic difficulties are found 
at operation, particularly in broken-down adenomata. 
The difficulties of establishing a positive diag- 
nosis by a microscopic examination are also well 
shown in this study, and the frequent discrepancies 
between surgical and pathologic record are shown. 
The problems connected with the surgical treatment 
of cancer of the thyroid are reviewed, and from the 
experience in the clinic in the series of operative 
cases the points which should be emphasized are 
as follows: 

1. The most important lesson is presented in the 
fact that in 46 per cent of the cases of cancer of the 
thyroid, no clinical manifestations of the disease 
were in evidence. This group shows by far the high- 
est percentage (about 70) of patients free from re- 
currence at the present time. In other words, the 
great majority of apparent cures have occurred in 
those cases in which the malignant change was an 
unexpected finding. 

2. In any nodular goiter suddenly exhibiting 
an increased rapidity of growth, immediate surgi- 
cal treatment should be urged. 

3. When clinical evidences of cancer are present, 
the results of surgical treatment are discouraging. 
Total extirpation of the gland appears to be indi- 
cated only when both lobes are grossly involved in 
the disease, and when past experience warrants 
surgical interference in the particular case. 

4. Recognizable involvement of cervical glands 
usually means that the time for surgical cure is past. 
Occasionally, however, just as the unexpected occurs 
in the treatment of extensive cancer elsewhere, an 
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apparent cure is obtained. In 1913 the author re- 
moved from a patient the right lobe of the thyroid 
containing a malignant adenoma. A mass of glands 
in the submaxillary region also proved to be car- 
cinomatous. A week later a block dissection was 
done. The patient is now alive and well, with no 
evidence of recurrence. Such cases are, however, 
notable exceptions to the rule. 

5. Gross involvement of the trachea or cesophag- 
us is almost a certain contra-indication of curability, 
and yet one may be tempted into an extensive and 
dangerous operation to remove the diseased tissue 
because of the knowledge of an unexpected result 
in the past. 

6. The last and most important lesson learned 
from the standpoint of prophylaxis is the fact that 
in this series the average number of years of abnor- 
mal growth in the thyroid preceding the operation 
was 11.6. 


Aikins, W. H. B.: Radium Therapy in Hyper- 
thyroidism, with Observations on the Endo- 
crinous System. Boston M. & S. J., 1918, clxxix, 


558. 


Radium was first used in the treatment of the 
thyroid by Abbe of New York in 1905, who buried 
tubes of radium in the thyroid gland of an exophthal- 
mic goiter case, and produced a shrinking of the 
mass and cessation of the hyperthyroidism. Since 
then the use of radium has been directed more 
particularly toward pathological increases of function 
than toward simple glandular enlargement. 

The author’s experience is based on 45 cases, 
covering, a period of three years. In 23 cases he 
considered that a clinical cure had been obtained, 
and 17 showed improvement. In a large number of 
the cases all sorts of medical measures had been 
tried with no avail. He quotes several others who 
have had less experience, one of whom concludes 
that while radium brings about great improvement, 
the cases do not respond so well to radium as to op- 
eration. 

The endocrinous glandular system includes the 
thyroid, thymus, pituitary, suprarenals, pineal 
gland, and the ovaries, all of which have an inti- 
mate interdependence which tends to keep the body 
as a whole in a condition of equilibrium. The active 
principles of the endocrinous glands resemble drugs 
in that extracts of some of them tend to stimulate 
cellular function, while others inhibit it. To the 
stimulating active principles the term “hormone’’ 
was originally applied and Schafer advises the limit- 
ing of its use to such action and the use of the word 
“chalone” to an endocrinous secretion tending to 
inhibit the activity of an organ or tissue. 

The close connection which exists between the 
thyroid and genital organs is indicated by the much 
greater frequency of exophthalmic goiter in women 
than in men. Statistics of various investigators 
show it to be in the ratio of from five to one, to 
twenty-one to one. Quoting from Berry, the 
author states that his patients with exophthalmic 
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goiter are very seldom women who have married 
at an early age and had children. They are as a rule 
either unmarried women, widows or women who 
are separated from their husbands, or women who 
are not leading a normal sexual life. 

If the secretion of the thyroid is insufficient, puber- 
ty may be delayed or may be followed by a scanty 
menstruation associated with dysmenorrhoea. Many 
authors have observed that swelling of the thyroid 
is very common during the menstrual periods and 
though it may be due to a general vascular change 
associated with menstruation, yet there is no doubt 
whatever that a general biological relationship exists 
between the thyroid gland and the ovaries. Ex- 
cessive thyroid secretion may (1) stimulate the geni- 
tal functions to excessive activity; or (2) it may up- 
set general metabolism to such an extent as to cause 
cessation altogether. 

Most authors say that a goiter increases in size 
and causes more discomfort during pregnancy. It 
is not thought that it affects fertility unless the 
patient is in the advanced stage of Graves’ disease. 
Pregnancy rarely occurs under such toxic conditions, 
but if it should, calcium salts should be given owing 
to the tendence of postpartum and antepartum 
hemorrhage. It is stated by some authors that 
ovulation ceases during pregnancy. If this is true 
it is possible that the insufficiency of ovarian se- 
cretion throws a strain on the other organs of internal 
secretion and consequently hyperplasia of the thy- 
roid may result. 

The hypothesis that there is connection between 
the growth of cancer in women and defective cor- 
relation of the internal secretions is supported by 
Ehrlich and others who assume that normally cer- 
tain substances derived from internal secretions 
are present in the circulation which possess the 
property of stimulating the body cells to resist can- 
cer cells. If this is true, the common incidence of 
cancer in women after the menopause and its oc- 
currence in earlier adult life might possibly be due 
to defective correlation of the endocrinous glands. 

The thyroid performs the following functions: 
(1) It presides over the nutrition of the skin and 
its appendages; and (2) has a powerful influence on 
“general metabolism, especially calcium metabolism. 
In early life calcium salts are chiefly used for build- 
ing up the bony skeleton, after puberty for the pro- 
cesses of reproduction, and in late adult life they 
bring about the pathological changes associated 
with senility,—the retention of calcium salts in the 
tissues, especially the arteries. The various internal 
secretions directly influence calcium metabolism. 
Those of the suprarenals and pituitary gland tend 
to produce retention of calcium salts in the blood 
and tissues, and others, as the thyroid and ovaries, 
tend to induce excretion of these salts. 

The endocrinous glands play an important part 
in the development of the genital functions and al- 
though the genital organs may be perfectly normal 
morphologically, they fail to become functionally 
active at puberty unless the whole of the endocri- 
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nous system is in perfect correlation and functionat- 
ing harmoniously as a whole. The ovaries are mere- 
ly a part of a system to which most, if not all, the 
other endocrinous glands belong, and these other 
glands are of as great significance in relation to the 
reproductive functions as the ovaries themselves. 
If the connection between the ovaries and the other 
ductless glands is so intimate, it would appear ad- 
visable to take this correlation into consideration 
before deciding to perform a double’ oophorectomy, 
as not only the genital system but the whole organ- 
ism would be affected by such an operation. The 
severity of the symptoms following a double oopho- 
rectomy or the natural menopause is directly depend- 
ent upon the degree of feminity in the individual; 
that is, upon the previous functional activity of the 
genital system, especially of ovarian secretory 
activity. By estimating the degree of feminity 
(ovarian activity) before operation it might be pos- 
sible to estimate the disturbance one might antici- 
pate after double oophorectomy or the menopause. 
P. W. Sweet. 


Hertz, A. L.: A Case of Parathyroid Insufficiency. 
Endocrinol., 1918, ii, 145. 

The following case of parathyroid insufficiency is 
reported because the author has found no similar 
case described. 

The patient, a man aged forty-seven years, had 
the greater part of an enlarged thyroid removed in 
1908. In 1910 he came under observation with the 
following symptoms: depression, nervousness, sleep- 
lessness, and fibrillary twitching of the eyelids. 
The eyes were sunken, there was extreme loss of 
weight in spite of an enormous appetite, and 
dysphagia due to irregular contraction of the 
cesophagus. Pulse was 120. There was sexual 
impotence. 

Under absolute rest and large does of bromides 
and opium he improved slightly, but it was only 
when he began to take one-tenth grains of dried 
parathyroid gland that a remarkable improvement 
was noted. He was last seen in 1914, when he 
appeared in perfect health. I. E. Bisnxow. 


Loeb, L.: Syngenesioplastic Transplantation of the 
Thyroid in the Guinea-Pig. J. Med. Research, 
1918, xxxix, No. 1. 

In a former paper the author dealt with the trans- 
plantation of organs into nearly related individuals 
in the rat. While Loeb obtained very definite re- 
sults in some directions, certain questions as to the 
manner in which the transplanted tissues were de- 
stroyed in these cases remained unanswered at that 
time. In order to complete this aspect of the work, 
he undertook transplantation of the thyroid in the 
guinea-pig, the thyroid being an organ whose be- 
havior after auto- and homotransplantation was well 
known through previous experiments. 

_ He designated the transplantation into nearly 

related individuals of the same species as syngenes- 

ioplastic transplantation, a term analogous to 
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those used in the case of transplantation into the 
same animal, into other individuals of the same 
species, and into different species. 

The author carried out transplantation of thyroid 
from mother to children, from sisters to brothers, 
and in one case from child to mother. He followed 
the fate of the transplanted tissues during different 
periods after transplantation. 

1. Transplantation of thyroid from mother to 
child. In nine experiments thyroids were trans- 
planted from guinea-pig mother to child. In seven 
of these cases the thyroids had acquired all the 
characteristics which an autotransplanted thyroid 
assumes at the corresponding period after transplan- 
tation. The acini consisted of relatively large cuboid- 
al cells with vesicular nuclei and the lumen was 
filled with well-staining colloid which usually con- 
tained no or very few cells. The acini were lying 
close together, without being separated by connec- 
tive tissue; only here and there some strands of 
fibrous tissue partitioned the thyroids into several 
tracts of acini. There was no extensive fibrous mass 
in the center; usually only a little oedematous con- 
nective tissue was found, although occasionally the 
amount of fibrous tissue here was slightly greater 
than is usual in autotransplants. Only in one im- 
portant respect did these thyroids differ from auto- 
transplants. Large dense masses of lymphocytes 
infiltrated parts of the thyroid and destroyed cer- 
tain portions of it. In some cases large, in other cases 
smaller, parts of the thyroid had been thus destroyed. 
The greatest accumulation of lymphocytes was 
usually found in the center of the thyroid. Ac- 
cumulations of lymphocytes were also found in the 
peripheral parts of the thyroid and in the surround- 
ing capsule, but at these places they were usually 
smaller. Occasionally the lymphocytic masses 
broke through the thyroid tissue from the peripheral 
into the central parts. The thyroids were examined 
after 30, 31, 36, 37, 38, 40 and 41 days. In an addi- 
tional case examined after thirty days, lymphocytes 
were few, but the connective tissue behaved similarly 
to cases of homotransplantation and acini were 
smaller than is usual in autotransplants at so late 
a period. In a last case, in which the examination 
had been carried out twenty-five days after trans- 
plantation, the tissue behaved similarly to a homo- 
transplant in regard to connective tissue formation 
and lymphocytic infiltration and size of acini, but 
even here the result was better than in many cases 
of homotransplantation in which, twenty-five days 
after operation, the transplant has not rarely been 
destroyed. 

2. Transplantation of thyroid from guinea-pig 
child to mother. In one case in which thyroid had 
been transplanted from child to mother the tissue 
behaved thirty days after transplantation almost 
like an autotransplant; only very few lymphocytes 
were found. 

3. Transplantation of thyroid to guinea-pig 
sisters and brothers. Thyroids examined 8, 12, 15 
and 25 days after transplantation behaved essential- 
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ly like autotransplants at the corresponding period, 
only in the pieces taken out after eight days there 
was a very slight increase of lymphocytes over that 
found in cases of autotransplantation. In another 
case, in which the transplant had been removed 
thirty-six days after transplantation, the piece also 
behaved like an autotransplant. In a case thirty 
days after transplantation, the tissue behaved al- 
most like an autotransplant but there was a very 
slight increase in the number of lymphocytes. 
In four cases, examined thirty-six and thirty-seven 
days after transplantation,’the transplants behaved 
otherwise like autotransplants, but showed more or 
less destruction of the thyroid tissue through masses 
of lymphocytes. 

4. Control experiments. As controls of the syn- 
genesiotransplants, the author cites the experiments 


carried out in the laboratory by Hesselberg. In 


these experiments the fate of auto- and homotrans- 
plants of the thyroid of the guinea-pig was compared 
at different times after operation. 

After these various findings the author draws the 
following conclusions: 

These investigations prove that, in syngenesio- 
plastic transplantation of the thyroid in the guinea- 
pig, the results are intermediate between those ob- 
tained after auto- and homoplastic transplantation. 
In so far they are confirmatory of previous results 
obtained in the rat, and with different organs. They 
show, therefore, that previous results are not limited 
to one kind of animal, but apply also to other species 
and to a great variety of different organs and tissues. 
Loeb’s present investigations, however, show in 
addition the mechanism through which the tissues 
are ultimately destroyed. In the large majority of 
cases, the destruction takes place through lympho- 
cytes; in a very small number of cases the lympho- 
cytes are absent or less prominent and an increase in 
the amount of connective tissue takes place, While, 
in the former kind of cases, the acini which are 
attacked by lymphocytes are at first in the excellent 
condition which is characteristic of the later periods 
after autotransplantation, in the few cases of the 
second kind, the acini, as well as the composing cells, 
are smaller and less active. The author finds, there- 
fore, after syngenesiotransplantation in a certain 
sense, a splitting of the two factors, which in homo- 
transplanted tissues are usually found associated with 
each other, namely, (1) increase in the production of 
fibrous tissue, and (2) in the number of lymphocytes. 

These experiments prove, furthermore, that in the 
thyroid the action of the lymphocytes is that of a 
destructive hostile agent, and not merely that of a 
scavenger which invades tissues which are already 
in a dying condition. Without the invasion of lym- 
phocytes, these thyroids would have remained alive 
for a much longer period of time; they might have be- 
haved like autotransplants in certain, perhaps in the 
majority, of cases. This is the only interpretation 
possible, if one studies the relation bet ween lympho- 
cytes and the acini of the thyroid. The author found 
acini which had the appearance of prospering auto- 
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transplanted tissue. They are overwhelmed at places 
by masses of lymphocytes. The transition between 
the invaded and destroyed areas and the healthy 
areas is quite sharp; not rarely perfectly healthy 
acini are found, containing normal colloid surround- 
ed by masses of lymphocytes and thus separated 
from neighboring acini, cut off from contact with the 
surrounding blood-vessels. 

From these experiments the author has made the 
following summary: 

1. After syngenesioplastic transplantation of 
thyroid in guinea-pigs, the results obtained are inter- 
mediate between those obtained after auto- and 
homotransplantation. These findings agree with 
previous results obtained in the rat and with different 
organs. 

2. After syngenesioplastic transplantation, the 
thyroid behaves in the majority of cases for a certain 
period of time like an autotransplanted tissue, but 
in most cases gradually an intense lymphocytic 
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CHEST WALL AND BREAST 


Pritchard, J. S.: Physical Examination in Diseases 
of the Adult Chest. Mississippi Valley M. J., 
1918, XXV, 295. 

The author discusses the various methods which 
have been devised in the endeavor to determine 
and differentiate pathological conditions in the 
chest. He states that nothing new has been added 
to the procedure in chest examinations that is of 
much value with the exception of fluoroscopic 
observations and the interpretation of stereoscopic 
roentgen plates. This procedure however is of 
extreme importance and no chest examination is 
complete without a careful fluoroscopic screen 
examination and a stereoscopic study. 

He then discusses and enumerates the findings 
obtained by a careful examination of the chest 
using the routine, well established steps of inspec- 
tion, palpation, percussion and auscultation. 

The following conclusions were drawn from a 


| study of 734 cases: 


1. Some abnormality was found in most cases. 

2. Both forms of examination, clinical as well as 
roentgenological, are essential in order to secure 
the maximum amount of information. Opinions 
given separately may in many cases be sufficient, 
but in doubtful or borderline cases both should be 
combined. The X-ray examinations should include 
both fluoroscopic studies and stereo plate inter- 
pretations. These procedures should therefore be 
included as a routine measure in all cases. 

3. Where lesions exist, stereo plates as a rule will 
reveal more pathology than a physical examination. 

4. Clinicians should not belittle the value of the 
X-ray, and roentgenologists should not be too 
positive as regards the significance of a shadow in 


infiltration takes place which secondarily destroys 
the healthy acini. Changes in the cell metabolism 
must be assumed as the cause of this lymphocytic 
reaction. These experiments are a further proof of 
the réle of the lymphocytes in the destruction of 
tissues under the influence of syngenesio- and homo- 
toxins. In a smaller number of cases of syngenesio- 
plastic transplantations, the fibrous tissue also is in- 
creased, the fibroblasts behaving similar to the fibro- 
blasts in cases of homoplastic transplantation. While 
in these latter cases the lymphocytic infiltration may 
be relatively diminished in intensity, the acini are 
usually not so well preserved as a result of pressure 
by fibrous tissue. 

3. The rapidity with which the transplants at- 
tract lymphocytes in various kinds of transplanta- 
tions is graded, and these gradations correspond 
to the gradations in the relationships between cell 
proteids and constituents of the body fluids in donor 
and host. GeorcE E. 


THE CHEST 


the face of apparently contradictory clinical evi- 
dence. 

5. Roentgen examinations, to be of value, should 
be conducted and the shadows interpreted by 
physicians who have considerable experience in 
such work. 

6. Fluoroscopic examination should not be neg- 
lected when stereo plates are studied. 

7. Single plates give only part of the information 
obtained from stereo plates and should never be 
used when it is reasonable to obtain the latter. 

8. In suspicious metastatic pulmonary malig- 
nancy, the roentgen stereos should be frequently 
repeated. 

9. In the examination of children under six 
years, the stereo plates or even the single plates 
give more information as regards the presence of 
pulmonary pathology than is obtained by any other 
method. 

10. If the same person makes both examinations, 
he should, as Dunn suggests, be careful to record 
his findings in writing after the completion of each 
examination. 

11. Destructive changes are revealed more 
frequently and shown more clearly by roentgenology. 
The only auscultatory sign of cavity formation in 
many cases is the grouping. 

12. The author agrees with Pancoast in stating 
that often sets of stereo plates are necessary, one 
in the anteroposterior and one in the postero- 
anterior aspect, especially in the case of mediastinal 
tumors, malignancy, or Hodgkin’s disease. 

13. There is no specific shadow characteristic of 
recently active tuberculosis, as venous congestion, 
certain types of bronchitis, and descent of upper 
respiratory infections will often cause similar 
shadows. H. H. FRreirica. 
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Blair, R. B., and Shattuck, G. C.: Penetrating 
Wounds of the Chest. J. Roy. Army M. Corps, 
1918, xxxi, 177. 

The authors report the results of the treatment of 
penetrating wounds of the chest at a casualty clear- 
ing station between July 31 and October 1, 1917. 
The conclusions are: 

1. Indications for operation can be clearly de- 
fined but will be modified as future experience 
suggests. 

2. Open pneumothorax should be closed tempo- 
rarily by skin suture at the earliest possible moment. 

3. The size and location of the missile as well as 
its nature should be accurately determined before 
operation. 

4. When thoracotomy is to be performed and 
the chest closed, the operation should be under- 
taken with the least possible delay, but with due re- 
gard to the general condition of the patient. The 
object is to remove the source before the infection 
becomes established. 

It seems probable that when known intra- 
thoracic infection has not become localized, the 
chest should be closed and drained later, when neces- 
sary, and that primary drainage should be reserved, 
as a rule, for cavities of a moderate size. 

6. The hemolytic streptococcus is one of the 
most dangerous organisms. The gas bacillus, unless 
combined with other organisms, has proved less 
dangerous. 

7. Cases of thoracotomy, if possible, should re- 
main at the casualty clearing station for two weeks 
or more after operation. 

8. Gas and oxygen is the best general anesthet- 
ic for chest cases. 

9g. Careful management, both before and after 
operation, is important. 

10. The use of morphine, when indicated, is of 
great value both in the pre- and the postoperative 
periods. 

11. Close co-operation between surgeon, phy- 
sician, and radiologist adds materially to the success 
of the work. E. B. FReILicu. 


Meakins, J., and Walker, T. W.: The After-Effects 
of Wounds of the Chest and Their Treatment. 
Canad. M. Ass. J., 1918, viii, g10. 


The authors report their observations based on 
70 cases admitted to the hospital during the latter 
six months of 1917. Their conclusions are: 

1. Deformity of the chest wall is a very impor- 
_ disabling after-effect of gunshot wounds of the 
chest. 

2. This deformity follows most frequently pro- 
longed involvement of the pleural cavity. 

3. The early and persistent evacuation of fluid 
from the pleural cavity, either by aspiration or by 
operation, is of great importance in preventing the 
development of the deformity. Especially is this so 
in cases of haemothorax. 

4. The early use of special exercises is beneficial 
in preventing or overcoming this deformity. 
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5. The prognosis in this condition is exception- 
ally good under suitable treatment. 
E. B. 


Grégoire, R., and Bergonié, J.: Localization and 
Extraction of Intrathoracic Projectiles by the 
Electro-Vibrator Method. Tr. Asoc. francaise de 
chirurgie, Par., 1918. 

The results of the X-ray methods of localizing 
intrathoracic projectiles and their use during extrac- 
tion are well known and too definite to admit of 
criticism. The electro-vibrator is not intended to 
supplant the X-ray but rather to supplement it. It 
is a further means of facilitating the search for and 
the extraction of intrathoracic projectiles. 

Although the authors have often protested against 
the early systematic extraction of all intrapulmon- 


ary projectiles, they are nevertheless convinced of 


the necessity of late extraction, i. e., after cicatri- 
zation of the traumatic lesion. This intervention 
offers none of the risks of early extraction. With 
few exceptions, all intrapulmonary projectiles ought 
to be removed, and thus it is necessary to use all 
means of arriving at this result. 

In the case of a foreign thorac c body there are 
two processes: its exact localization, and its extrac- 
tion. For locating, the X-ray usually suffices; but 
even here the radiologist may at times admit that 
the electro-vibrator may be of use. The vibrator is 
however of particular use during the extraction; 
it takes the place of the X-ray and it is here that it 
interests the surgeon. Extraction with the aid of 
the electro-vibrator is more practical than extrac- 
tion under fluoroscopic screen control or with the 
use of the compass. 

There are some limitations due to the kind of 
metal composing the projectile and its size and 
depth. Magnetic bodies alone can be located by 
this method; and if too deeply embedded, even 
these may not set up oscillations in the instrument. 

Practically icenaliounalt projectiles come to the 
surgeon under one of two conditions: they are either 
superficial, viz., in the pleura or near the surface of 
the lung; or they are deep, i. e., situated in the 
midst of the parenchyma or in the region of the pul- 
monary pedicle. If the projectile is superficial, its 
location with the vibrator is definite and very easy. 
Extraction offers no difficulties; the intercostal space 
is incised, the rib dissected at the vibrating point, 
and usually the projectile is found and removed 
immediately. 

With a deeply embedded projectile the extrac- 
tion differs according as the lung is free or ad- 
herent. When the lung is free, after incision and 
dissection of a rib on the level of the vibrating 
point, the thorax is opened and surgical pneumo- 
thorax induced. At this moment, owing to the 
collapse of the lung, it frequently happens that vi- 
brations are no longer felt because the projectile is 
removed to a distance from the vibrator. But the 

rojectile is easily found again by palpating the 
ung, or by employing a new apparatus, invented 
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by one of the authors, which permits the prolonga- 
tion of the electro-vibrator into the bottom of the 
wound. This consists of a sterilizable magnetic 
piece, formed of a bundle of wire enclosed within a 
covering of non-vibrating metal. This apparatus 
applied on the pole of the electro-vibrator extends 
the vibrations and can be brought into contact with 
the projectile. 

When the lung is adherent, it is incised at the 
point where the vibrations are felt; if necessary the 
sterilizable prolongation is introduced into the 
incision, and the finger is thus guided toward the 
projectile. It is particularly in these cases that the 
electro-vibrator gives its best results. With the 
compass the least displacement of the probe imme- 
diately causes a deviation of the needle, which is so 
much the greater and hence more fatal as the pro- 
jectile is deeper, that is to say, it will need to be 
searched for with greater precision. 

In conclusion, in the extraction of intrapulmonary 
projectiles the electro-vibrator should have its 
place, in addition to the methods which utilize 
the compass and the X-ray. It does not require 
geometry nor calculations. It gives direct informa- 
tion to the surgeon himself and he operates with it 
in full daylight. Search for a projectile can be pro- 
longed as much as necessary, as there is neither 
danger nor inconvenience to the patient, to the sur- 
geon, or his assistants. W. A. BRENNAN. 


Gray, H. M. W.: Surgical Treatment of Penetrat- 
ing Wounds of the Thorax. Med. Press, 1918, 
cvi, 283, 303. 

From the clinician’s point of view chest wounds 
are divided into four classes: (1) cases which do not 
require operation; (2) cases which demand operation 
at the earliest possible moment; (3) indefinite cases 
making decision as to immediate treatment a very 
difficult matter; (4) moribund cases. 

All cases should be rapidly examined, put to bed 
in a semi-recumbent position, warmed, and kept 
quiet. If an open sucking wound is present, it 
should be made air tight by suture or gauze plug 
fixed with broad adhesive straps. This simple 
procedure often stops alarming symptoms. A 
soa hemothorax or hemopericardium may 
= uce severe respiratory distress. A rough foreign 

y or fragment of rib irritating the pleura or 
pericardium may produce persistent severe pain. 
If the foreign body is in the lung, it produces no pain. 
Intense dyspnoea may be due to the diaphragm being 
injured or irritated by a foreign body. Increasing 
respiratory distress may be due to an increase in the 
hemothorax or blood-clot infected with the gas- 
forming bacillus. 

The earlier sepsis develops, the more serious it is 
apt to be. Sepsis is the cause of death in most of the 
sucking wounds. The degree of sepsis is dependent 
upon the size and nature of the missile, and the size 
of the entrance wound. Patients with small entrance 
wounds who survive until they reach the casualty 
clearing station usually recover from their initial 


symptoms very quickly but must be closely watched 
In any case of hemothorax if the high temperature, 
rapid pulse, and rapid respiration do not become 
better after twenty-four hours the exploring syringe 
should be used and the fluid tested bacteriologically. 
Crimson purple color of froth and foul smelling gas 
are sufficient proof of anaerobic infection. This 
test should be made every day or every other day, 
as sepsis may develop in islands of the clot or fluid 
not tapped by the needle. Increase of the pneumotho- 
rax or development of resonant patches in previous- 
ly dull areas should make one suspicious of gas 
infection. During the first three days aspiration may 
be required at any time in order to relieve distressed 
respiration. Aspiration of a large quantity of fluid 
may restart hemorrhage, and if urgent symptoms 
develop again, a large opening should be made in the 
chest wall, the pleural cavity cleared out, the source 
of the hemorrhage found and controlled, then the 
opening should be completely closed. In the doubt- 
ful cases blood transfusion in the early stages will 
lead to better results and permit a successful radical 
operation in a greater number of intermediate cases. 

In severe open wounds operation is performed 
with a two-fold desire: (1) to tide the patient over 
the acutely dangerous period brought on by hemor- 
rhage, collapse of the lung, and displacement of 
organs; and (2) to prevent sepsis from getting a 
hold. Mere closing of the wound will accomplish 
the first, but thorough excision of the lacerated 
tissue and removal of blood-clot and foreign bodies 
are essential for the accomplishment of the latter. 
Extensively lacerated wounds with clothing and 
infection carried in are the worst and most fre- 
quently prove fatal. Sucking and tangential wounds 
are least dangerous. 

An X-ray should always be taken before any 
operative procedure is instituted. For anesthesia 
nitrous oxide and oxygen is the one to be preferred; 
ether should never be given, if it can be avoided. 
If the wound is high up on the chest or involves the 
body of the scapula, a fresh wound should be made in 
the region of the fifth rib below the axilla. The 
opening should be large enough to admit the surgeon’s 
hand. Five inches of the rib may be removed if 
necessary, unless others are injured which require 
removal. The original wounds are excised en masse 
—skin, muscles, bone, and edge of pleura in one piece. 
The edges of the wound are now strongly retracted 
by a self-retaining retractor. The fluid is syphoned 
off or poured out, blood-clots scooped out with the 
hand, and a rapid survey made of the interior. 

The lung is seized and pulled out and the foreign 
body or pieces of rib removed, bleeding stopped 
by suture, cautery or gauze plug, and dangerous or 
badly lacerated lung tissue is excised. A cotton 
glove on the hand makes the handling of the lung 
easier. Foreign bodies in the mediastinum or bodies 
of the vertebrz may be removed, using the chisel if 
necessary. 

If the diaphragm is injured it should be repaired 
first on opening the chest cavity. If the periphery of 
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the diaphragm is affected, it may be sutured air 
tight to the chest wall, and it is astonishing to what 
height and at what tension the diaphragm can thus 
be sutured. If there is injury to abdominal viscera, 
the chest wound must be entirely closed before the 
abdomen is opened. 

If there are multiple injuries of the body, the 
sucking wounds must be attended to first. Routine 
aspiration of the fluid in the pleural cavity every 
twenty-four to forty-eight hours as a postoperative 
measure is essential. If infection appears and 
severe constitutional symptoms arise, a drainage 
operation should be carried out. P. W. SwEEt. 


Goodwin, C. G. R., and Coley, F. C.: Two Cases of 
Artificial Pneumothorax. Brit. M. J., 1918, ii, 
405. 

In the first case related by the authors, the patient 
showed advanced phthisis with signs of cavitation in 
the left upper lobe, hemoptysis, profuse night sweats, 
and great loss of weight. The outlook was very 
gloomy. Artificial pneumothorax was induced and 
continued for nearly two years. The patient has been 
enabled to resume his usual work for a full year; he 
rarely coughs and his capacity for exertion steadily 
increases. 

In the second case the patient also showed signs of 
cavitation in the right upper lobe. A most obstinate 
diarrhoea suggested tuberculous ulceration of the 
intestine. The induction and upkeep of artificial 
pneumothorax gave excellent results. The patient 
has resumed full work, but there is still slight cough 
and expectoration. 

The authors claim a valuable success for induced 
pneumothorax if it obtains, as in these cases, a 
prolongation of useful and comfortable life for the 
patient. W. A. Brennan. 


Delorme, E.: Pulmonary Decortication in the 
Traumatic Pleurisies Following War Wounds 
(De la décortication pulmonaire dans les pleurésies 
ye es consécutives aux blessures de guerre). 
Bull. Acad. de méd., Par., 1918, lxxx, 401. 


Delorme reviews the reports which have been 
published concerning pulmonary decortication in 
established empyema following war wounds. He 
refers especially to the work of Duvergey, who oper- 
ated upon 35 such cases. These cases were on the 
average fistulous for five to ten months, and in about 
two-thirds of them several complementary operations, 
more or less extensive resections, had been done 
without any success. These cases were divided into 
three groups: (1) those showing no fever and well 
drained; (2) those badly drained and subfebrile; 
(3) those with bronchial fistule. 

In the two latter groups the temperature is brought 
to normal by a prior pleurotomy before decortication 
of the lung is attempted. 

From his wide experience Duvergey became con- 
vinced that spontaneous and definite closure of 
pleural fistulz following thoracic wounds was not to 
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be expected if they existed more than five months, 
They must be operated upon. 

Altogether Delorme finds 49 cases of pulmonary 
decortication for chronic empyema reported by war 
surgeons, without a single death which could be 
imputed to the operation itself. The most pro- 
nounced successes have been obtained when the 
patient was non-febrile and in good general condition. 
Shock is rare; pulmonary hemorrhage is generally 
insignificant ; and to avoid possible complications it is 
well to operate in a room kept at a temperature of 
from 20° to 25°. Recovery, which is definite in the 
majority of cases, is obtained in from six to eight 
weeks. 

Delorme draws these conclusions from a study of 
the results reported: 

1. Pulmonary decortication is the operation of 
choice in chronic empyemas showing total, large, or 
medium sized cavities. 

2. Its value in the traumatic pleurisies following 
war wounds has been established by the cases re- 
ported. 

3. It is not dangerous. It is especially successful 
in young resistant patients, who are not exhausted by 
suppuration, who do not show any pulmonary, 
renal, or hepatic abnormalities, and in whom the 
cavity has been early disinfected. The operation 
promises equal success in patients with chronic 
pleurisy subsequent to grippal infections. 

4. Its indication, with regard to time, is precise. 
It ought to be done when the lung is seen to be 
powerless to overcome the resistance of its en- 
veloping shell. Radiography especially furnishes 
the proof of a definite fixation. 

5. In timely operations, pulmonary decortication 
is easy in the majority of cases; and as a result it 
permits an immediate expansion of the lung. 

6. In reporting the history of this operation, the 
cases ought to be divided into two classes: those 
whose study and time period is uncertain; and those 
the actual period of which is known. The latter only 
should be considered in studying the value of 
pulmonary decortication. W. A. BRENNAN. 


Combier, V., and Hertz, J.: The Early Treatment 
of Septic Pleural Effusions; Complications of 
Penetrating Chest Wounds (Note sur le traite- 
ment précoce des épanchements septiques de la 
plévre, complications des plaies pénétrantes de 
poitrine). Lyon chirurg., 1918, xv, 311. 

The authors give histories, charts, and illustra- 
tions of 15 cases of chest wounds with later septic 
pleurisy,- which they treated by early thoracotomy 
followed by secondary suture after establishing an 
aseptic condition of the pleura. This treatment in- 
cludes the emptying, disinfection, and closure of the 
pleura and the early mobilization of the lung. 

The details of technique recommended are: 
local anesthesia; resection of a few centimeters of 
the ninth rib, puncture being previously performed 
at this level; incision of the pleura without fear of 
pneumothorax, the innocuity of which recent war 
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surgery has demonstrated; evacuation of the septic 
effusion and minute cleansing of the whole pleuritic 
area, including the removal of false menbranes; 
two rubber tubes are then placed in the pleural 
cavity and fixed to the chest wall by silkworm gut 
and an adherent India rubber plate; one of these 
tubes is for the evacuation of the pleuritic secretions, 
etc., the other answers for intermittent irrigation 
with Dakin’s solution. 

The patient generally improves immediately and 
the temperature is soon observed to be normal. By 
the fourth day after operation the tubes can general- 
ly be withdrawn and the thoracic wall sutured. 
The day following, the patient may commence mo- 
bilization of the lung by respiratory exercises. 


The results obtained by the authors following this 


treatment were excellent. Examination of the pati- 
ents after about three weeks on an average showed 
the thoracic wall not collapsed, mobile, and painless, 
with normal breathing in the whole lung and without 
pleural symptoms. There was only 1 death, due to 
double pneumonia. W. A. BRENNAN. 


Roux-Berger, J. L.: Four New Cases of Total 
Pleurectomy for Pleural Infection with Pachy- 
pleuritis (Quatre nouveaux cas de pleurectomie 
totale pour infection pleurale avec wothg-gheusiea). 
Lyon chirurg., 1918, xv, 330. 

The author describes the full details of four new 
cases of complete pleurectomy practiced in wounded 
soldiers for pleural infection with pachypleuritis. 
His original method was published some months 
ago. 

These four cases occurred after incomplete prima- 
ry operations, in which the existence of an intra- or 
juxtapleural shell splinter had been overlooked. 
The patients were in very bad condition, with 
suppurating fistula, two of them having bronchial 
fistule. 

Two of the patients were operated upon in two 
stages at intervals of three and six weeks. The first 
operation requires a large costal resection with ex- 
cision of the fistula, removal of the projectile rem- 
nant, the cutting away of the thickened part of the 
parietal pleura, and a careful cleansing of the whole 
pleural cavity followed by drainage and regular ir- 
rigation with Dakin’s fluid until a sufficient steriliza- 
tion of the cavity is obtained. 

The second operation includes removal of the 
neoformed osteofibrous mass, the decortication of 
the lung, immobilization and retraction in a rigid 
fibrous coat which must be excised as completely as 
possible and followed by the fixing of the freed lung 
to the chest wall. This pneumopexy prevents the 
formation of new sacs and the recurrence of lung re- 
traction. Finally, the chest wall is entirely sutured, 
leaving only space for a drain. 

In the one-stage operation, which was followed in 
two of the cases, all the above procedures were carried 
out at the first intervention. 

Respiratory exercises are resorted to immediately 
after the patient is fit for them. ; 
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Three of the four patients were discharged com- 
pletely cured, without recurrence of fistula; in the 
fourth a small pleural fistula persisted. The cure 
is anatomic, not a complete physiologic recovery. 

From his personal experience the author warns 
of the danger from the presence of an infected piece 
of projectile in the pleura, and points out the ad- 
vantages of as extensive a pneumopexy as possible; 
the broader the fixation, the better the results. 

W. A. BRENNAN. 


TRACHEA AND LUNGS 


Jackson, C.: A New Diagnostic Sign of F 
Body in the Trachea or Bronchi; the Asth- 
matoid Wheeze. Am. J. M. Sc., 1918, clvi, 625. 


The author describes a wheezing sound heard 
during expiration, when the examiner places his 
ear before the patient’s open mouth, or often detect- 
ed during mirror examination of the larynx. The 
wheezing resembles that heard in asthma but has a 
drier quality and is best heard after coughing out 
all secretions. It is produced by air passing be- 
tween the foreign body and the bronchial or tracheal 
walls, and was heard most often in the cases where 
angular foreign bodies but partly obstructed the 
lumen of the air passages. The author designates 
the sign the ‘“‘asthmatoid wheeze,’ and has found 
it of great value in deciding the question of whether 
to do or not to do a bronchoscopy in cases of sus- 
pected foreign body where the roentgen ray failed 
to give evidence of its presence. 

The sign is said to have no localizing value in 
determining which lung holds the foreign body, but 
a flatter note was observed in a case where the 
foreign body had lodged in the trachea. 

A typical case is reported in which the decision to 
do a bronchoscopy was based on the presence of the 
asthmatoid wheeze, and an angular piece of soup 
bone was removed from the right bronchus. It had 
failed to evidence itself in a thorough radiographic 
study. The author requests that the sign be tested 
for and recorded in every case of foreign body in the 
air passages in order statistically to determine its 
exact value. 


Mayer, E.: The Endobronchial Treatment of 
Bronchiectasis and Bronchial Abscess. JN. Y. 
M. J., 1918, cviii, 666. 

The author presents a preliminary report on the 
endobronchial treatment of hypersecretion in the 
bronchi. The method of treatment is as follows: 
A hypodermic of half a grain of morphine with atro- 
pine should be administered half an hour before treat- 
ment is begun, followed by thorough cocainization 
with cotton applicators, of mouth, tongue, pharynx, 
and larynx, from ten to twenty per cent. 

The patient should lie on his back with his head 
supported by a trained assistant, the bronchoscopic 
tube inserted, and a spray of two per cent cocaine 
and adrenalin thrown into the bronchus to allay 
coughing. The excessive secretion in the bronchi 
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is then withdrawn through the tube by the suction 
apparatus, and ten ounces of warm salt water slow- 
ly introduced through the inner tube is at once 
withdrawn through the outer one. 

This method is to be used in the first or second 
bronchoscopy. The patient, showing no_intol- 
erance to the introduction of the fluids, finally re- 
ceives a solution of iodine and carbolic acid (io- 
dine two drams, carbolic acid fifteen mm., to one 
pint of water) in place of the salt water. This method 
of treatment was repeated twice weekly in each 
case. 

The results of this treatment are almost complete 
cessation of odor, a diminution in the amount ex- 
creted, and a very decided improvement in the 
physical condition of these patients. 

E. B. FReEILIcH. 


Grégoire, R.: Partial Resection of the Lung for 
Abscess (Résection partielle du poumon pour 
abcés). Bull. et mém. Soc. de chir. de Par., 1918, 
xliv, 1435. 

A soldier who had received a bullet wound in the 
vicinity of the fourth right intercostal space after 
recovery without operation returned to the hospital 
later with symptoms which clearly pointed to an 
abscess formed around a projectile which radio- 
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scopy showed to be embedded in the right lung and 
moving with respiratory movements. 

Since he was not certain, from the conditions 
found after opening up the area, that he could 
avoid infection in the neighborhood of the pleura, 
Grégoire incised the lung parenchyma entirely around 
the abscess as far as it seemed to have been con- 
taminated and removed the abscess and part of the 
lung together. The curvilinear section of lung 
removed measured about ro by 6 to 7 cm. 

The lung was returned to its cavity and the edges 
sutured. The man recovered. Later radioscopy 
showed a slight opacity at the base of the right 
hemithorax and a little fluid but so small as not to 
call for puncture. Pneumothorax was observed for 
a few days following operation. It was easily 
evacuated by the trocar. 

In this case of resection the lung was quite free 
from adhesions, which is an exceptional circum- 
stance. The location of the abscess on the lower 
lobe was also a favorable factor. 

The fact that the hemorrhage on cutting the 
lung tissue was not alarming confirms the experi- 
mental results obtained on dogs by Courcoux. It 
is only when the section is large and toward the 
central part of the organ that hemorrhage is 
excessive. W. A. BRENNAN. 
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ABDOMINAL WALL AND PERITONEUM 


Letulle, M.: Syphilitic Peritonitis as a Frequent 
Cause of Ascites in Cirrhosis of the Liver (La 
péritonite syphilitique, cause fréquente de l’ascite 
dans les cirrhoses du foie). Bull. Acad. de méd., Par., 
1918, Ixxx, 209. 

The experience of the author leads him to believe 
that in addition to the sclerogummatous lesions prop- 
erly so-called, there exists also a veritable ‘‘alcoho- 
lic syphilitic cirrhosis.”” The pathologic lesions are 
so clear that they admit of the recognition of a 
characteristic differentiation. Two clinical facts 
also support this contention, namely, that in a re- 
markable proportion of cases of apparently simply 
developed hepatic cirrhosis, the Bordet-Wasser- 
mann reaction is positive; and also that improve- 
ment follows in such cases under anti-syphilitic 
treatment. 

The author’s arguments are based on the study 
of 10 cases. These studies were not preconceived, 
but were made in the course of his researches on 
ascites and alterations of the peritoneum in cases of 
chronic hepatitis. In the 10 cases studied there were 
in all material and extensive lesions of the perito- 
neum; all these cases had given a positive Bordet- 
Wassermann reaction during life. 

The macroscopic and microscopic peritoneal 
alterations found are described in detail and illus- 
trated. In a general way the findings show that 
when the syphilitic spirochete colonizes in the 


thickness of the peritoneum, the changes which take 
place comprise: a lymphocytic hyperdiapedesis, 
sometimes diffuse and sometimes follicular, with 
a perivascular predominance; the serosa is often ir- 
ritated through its entire thickness, tumifies and 
shows disseminated isolated giant cells forming spe- 
cific elementary follicles. These follicles are sur- 
rounded by vitreous, epitheloid and plasma cells, 
and attract a flow of lymphocytes forming a more 
or less regular crown. As the morbid process con- 
tinues, a regular miliary gumma is formed, a con- 
glomerate of primary follicles. The progress of the 
disease takes the form of gummatous infiltration. 

The author thinks that certain conclusions may 
be deduced from his study: 

1. The peritoneum is frequently the location for 
cultures of the syphilis spirochete. 

2. Habitually, syphilitic peritonitis is secondary 
to a liver inflammation when this latter is a sclero- 
gummatous specific hepatitis, or even, as is perhaps 
more frequent, a simple diffuse cirrhosis wrongly con- 
sidered to be due alone to alcoholic excess. 

3. Secondary syphilitic peritonitis can become 
generalized to all the extent of the serosa; but 
usually it is circumscribed to one or several regions. 

4. Whatever the extent of these lesions may be 
or the form or microscopic appearance, the integrity 
of the organs which the peritoneum protects is 
respected for a long time; but the deformities and 
atrophic mutilations suffered by the membranous 
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folds of the syphilitic peritoneum give rise to com- 
plications which are in the province of abdominal 
pathology to be recognized and investigated. 

W. A. BRENNAN. 


Landry, L. H.: The Inguinal Approach in the Cure 
of Femoral Hernia. JN. Orl. M. & S. J., 1918, 
Ixxi, 235. 

While there have been comparatively few methods 
advocated for the cure of inguinal hernia, the 
number of procedures advocated as a radical cure 
for femoral hernia is appalling. This fact in itself 
is quite an argument, the author says, against the 
statement that the cure of femoral hernia is a simple 
procedure. 

Didier in 1912 presented an exhaustive work on the 
subject containing an index of 158 publications. In 
1907, Moschowitz found over 70 methods and 
modifications advocated for the radical cure of 
femoral hernia. These procedures varied from 
median laparotomy and closure of the ring from 
within (Widenham-Maunsell, 1871) or simple high 
ligation and extirpation of the sac, without attempt- 
ing to close the ring (Socin, 1899, Mitchell-Banks, 
1893, Ochsner, 1903) to myoplastics, tenoplastics, 
osteoplastics, and bone grafts. 

The inguinal approach in femoral hernia was 
first advocated by Annandale (1876). Zuckerkandl 
(1883) advocated the inguinal route in stranulated 
hernia. Later, this method was taken up by Ruggi 
(1892), Parlavecchio (1893), Tuffier (1896), C odivilla 
(1898), Gordon (Dublin, 1900), Guibe and Proust 
(1904), Dujarier and Demarest (Paris, 1912). and 
many others. 

Moschowitz in 1907 published a technique in 
America giving full details of closing the femoral 
opening from above, after high ligation of the sac, by 
suturing Poupart’s ligament to Cooper’s ligament. 
Seelig and Tuholske have gone far toward popular- 
izing this method in the United States, by publishing 
an excellent article on the subject in SurcERy, 
GYNECOLOGY AND OBSTETRICS in 1914, in which a full 
description of the technique, well illustrated, is 

iven. 

The author has used this method in ten cases (two 
under local anesthesia) with very gratifying re- 
sults and submits the following conclusions: 

The operation is probably longer than by the 
ordinary crural route, in so far as a femoral and an 
inguinal hernia combined is done, but it has these 
added advantages: (1) Aclear and distinct exposure 
of the anatomical field is given; (2) high ligation of 
the sac is assured; (3) secure closure of the femoral 
ring is accomplished; (4) the second or abdominal 
incision is not necessary (as is advocated by many 
authors when the crural route is employed) if a 
strangulated hernia is found. 


Kelly, F. A.: J. Am. Inst. Homeop., 
1918, xi, 515. 


Kelly discusses the use of local anesthesia in 
operating upon inguinal hernia. It is his belief that 


all indirect, and many direct inguinal herniz, are 
potentially congenital, and that the point of exit of 
the spermatic cord is a potential weak spot and 
therefore a potential factor: in recurrence after 
operation. In dealing with indirect hernia, therefore, 
the cord should be left beneath the deep sutures 
and allowed to emerge at the lower angle, next to the 
pubis. In this way a potential weakness is trans- 
ferred at least three inches away from where it 
originally existed. In dealing with a direct hernia 
where the weak spot is opposite or near the external 
ring, the cord should be transplanted anterior to the 
deep suture line, bringing it out at or near the inter- 
nal ring, thus transferring again a potential weakness 
a considerable distance. 

The treatment of the stump of the sac is a very 
important matter. In tying off the sac, a dimple or 
depression is certain to be left at that point, and this 
dimple or depression is a starting point for recurrence. 
Therefore the stump of the sac should always be 
transplanted some distance from the original location 
and hence from the location of the present hernia, 
thus doing away with the danger of recurrence. 

The author believes that as good an operation for 
inguinal hernia can be performed with a local 
anesthesia as with a general. The operation is quite 
superficial, and the principal nerves are easily 
isolated and infiltrated. He advocates the preserva- 
tion of the nerve supply to guard against a postopera- 
tive weakness of the muscle supply of the extremi- 
ties. 

All cases are not suitable for local anesthesia. 
Badly inflamed hernie and postoperative 
current herniz are difficult with local anesthesia, 
also those complicated from the use of so-called 
‘injection cure.”’ It should be borne in mind that 
under local anesthesia one may cut, pinch, or burn, 
but cannot pull. Therefore sharp dissection must 
be used. 

It has been the author’s experience that there is a 
larger percentage of primary healing in local than in 
general anesthesia, the reason being that the tissues 
are treated with more care, handled less, traction is 
almost entirely done away with, and the nerve 
supply is conserved. 

Femoral hernia is not a subject for local anesthe- 
sia, as it is impossible to properly anesthetize this 
area. G. W. Hocurein. 


Winter, D.T., Jr.: A Sim — Operation for Double 
Inguinal Hernia; One Incision. J. M. Soc. N.J., 
1918, xv, 340. 


A three-inch median incision, just above the 
pubes, is carried down through the skin and super- 
ficial fascia, which is separated from the aponeu- 
rosis of the external oblique, exposing the ring. The 
aponeurosis is then split the full length of the in- 
guinal canal. The cord is then easily lifted from the 
canal, the hernia is reduced and the sac separated, 
ligated and removed. The cord is then held to one 
side, and the aponeurosis of the external oblique 
is sutured to Poupart’s ligament. Without making 
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a new incision, the same is done on the other side. 
The skin is then closed by any of the usual meth- 
ods 


The advantages are rapidity, accessibility, the 
absence of an anesthetized area of skin in the lower 
abdomen due to the cutting of the filaments of the 
iliohypogastric and ilio-inguinal nerves. A double 
or single hydrocele or varicocele can be done through 
the same incision if necessary. There has been but 
one reported recurrence in about 400 operations 
by this method. F. P. Hammonp. 


Gallo, A.: Mesenteric Disinsertion in Strangulated 
Herniz (Desinserci6n mesentérica en las hernias 
estranguladas). Semana méd., Buenos Aires, 1918, 
XXV, 553. 


In Gallo’s patient, who was operated upon for a 
strangulated crural hernia, the mesentery of the 
herniated loop of intestine was found to be disin- 
serted for an extent of about 45 cm. The disinser- 
tion was parallel to the mesenteric edge of the in- 
testine and involved both mesenteric flaps. Resec- 
tion of the intestinal loop for about 50 cm. and an 
end-to-end anastomosis was done, an uneventful 
recovery following. 

The author states that few cases of mesenteric 
disinsertion in connection with strangulated hernia 
are found in literature. Besides his own there are 
but 9 cases recorded, 7 of these hernia were on the 
right side, 3 on the left, 5 crural, and 5 inguinal. 
Guibe, who collected the cases, thinks that the last 
portion of the ileum is the usual site for this com- 
plication. 

Any pathologic condition which diminishes 
mesenteric resistance may be a predisposing cause; 
also taxis may aid, as well as the tension of the 
mesentery itself. There is no special symptomat- 
ology. The prognosis is grave and calls for resection 
of the intestinal loop deprived of its mesentery and 
blood supply. W. A. BRENNAN. 


GASTRO-INTESTINAL TRACT 


McClanahan, H. M.: A Brief R of an Infant 
with Congenital Stricture of the Duodenum; 
Operation; Death. Arch. Pediat., 1918, xxxv, 533. 


A case of persistent vomiting in a newborn infant 
is briefly reported. There was no mass palpable in 
the abdomen. Not all food was vomited, but bile 
was constantly present in the vomitus. Partial 
obstruction was diagnosed and operation resorted to 
when the patient was one month old. 

The pathology is of interest. The stomach was 
greatly distended. The pylorus was moderately 
constricted by a circular induration, but the ob- 
struction was not complete. The upper eight inches 
of the duodenum were greatly dilated. At the point 
where the duodenum passed through the transverse 
colon, a constricting band belonging to the mesen- 
terium was found. This was divided and the dis- 
tended duodenum at once emptied itself. 

LisTER TUHOLSKE. 
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Boidi-Trotti, G.: A Case of Interposition of the 
Intestine Between the Diaphragm and Liver 
(Considerazioni su di un case di interposizone dell’ 
intestino, fra il diaframma ed it fegato). Gior. 
d. r. Accad. di med., Torino, 1918, lxxxi, 56. 


The interposition of a tract of intestine between 
the diaphragm and liver, a species of hepatoptosis, 
has occasionally been noted radiologically or found 
at autopsy or operation. 

The author reports a case in a man of fifty years 
who had gastric disturbances for which a radioscopic 
examination was made. A juxtapyloric ulcer was 
found with dilatation and gastric atony. During the 
examination it was observed that, instead of the 
characteristic dark shadow of the liver on the right 
side of the abdomen, there was a large clear space, 
the situation and peculiarities of which suggested an 
intestinal segment distended with gas. 

The shadow of the liver appeared toward the mid- 
dle part of the abdomen. Palpation verified the 
radioscopic findings. The radiologic picture was 
that of an intestinal segment between the liver and 
the. diaphragm. Such a condition is generally 
transitory, but in this case it was apparently per- 
manent as an examination six months later showed 
exactly the same condition. The case did not how- 
ever come to operation, so that the actual facts 
could not be verified. 

The author reviews the literature. The best 
explanation of the phenomenon seems to him not an 
anomaly of the situation of the liver, but rather the 
result of organic and functional alterations of some 
parts of the gastro-intestinal tract. This explanation 
would satisfy the conditions in most of the reported 
cases in which there were usually gastro-intestinal 
disturbances with gaseous distention and endo- 
abdominal pressure. 

When there is some anatomic deformation of the 
liver, the condition is likely to be constant, although 
transitory in the opposite case. In the cases revealed 
by autopsy in which evidently there was some degree 
of permanency, it was generally an anomaly of form 
rather than of position of the liver that was found. 
Therefore many cases have been wrongly described 
as migration of the liver or a hepatoptosis. 

W. A. BRENNAN. 


Shaw, H. A.: Partial or Incomplete Intussuscep- 
tion as an Etiologic Factor in Untoward Postop- 
erative Sequelz Following Appendectomy. 
Northwest Med., 1918, xvii, 283. 

As prophylaxis against mous intussuscep- 
tion due to change of position of the ileocecal valve, 
certain .technical considerations should be em- 
phasized. It is well to keep in mind the normal 
anatomic arrangement in and around the ileocecal 
region, as frequently from either embryologic de- 
fect or pathologic change there is already altered 
structural relations which could easily be converted 
from a harmless to a crippling condition. 

First, free the appendix close to its confluence 
with the cecum. 
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Second, where ligation of the meso-appendix by 
the Watkins or any en masse method seems to 
change the ileocecal angle or drag the ileum and 
the internal terminal cecal sacculi closer together, 
it would be best to use fine multiple ligation close 
to the appendix. 

Third, if purse-string is used, arrange it so that it 
will not engage either the ileocolic or ileocecal fold, 
thereby more deeply invaginating the ileum in the 
cecum or changing the angle of entrance. 

Fourth, knowing that a cecum mobile is often 
associated with intussusception, a c#coxpexy 
would be indicated in these cases, and for the same 
reason a shortening of any markedly elongated 
terminal ileal mesentery. 

The author reports a case. Epwarp L. Corne.t. 


Gangitano, C.: Four Cases of Ileotyphlocolic In- 
vagination Treated by Evagination and Lateral 
Ileocolostomy (Quattro case d’ invaginazione 
ileotiflocolica trattati colla evaginazione e la ileo- 
trasversostomia laterolaterale). Clin. chir., Milano, 
1917-1918, xxv, 478. 

The author operated upon four cases of ileo- 
typholocolic invagination in patients ranging from 
thirty-seven to fifty-four years old. In all these 
cases, in the ileocolic segment the following condi- 
tions were found: (1) The last portion of the 
hypertrophied ileum had a very long mesentery 
which continued with the mesocecum; (2) the 
cecum was mobile and dilated; (3) there was ab- 
normal mobility of the invaginated colon. The 
author thinks these conditions have to be present 
to produce invagination. 

It has been stated that intussusception is more 
frequent in children than in adults. The author’s 
experience is to the contrary. In children the 
cecum is more mobile than in adults, but megalo- 
cecum is more rare, and this latter condition is 
accompanied with great mobility of the organ. In 
adults the more usual cause is intestinal polypi; but 
the causes in children may be different. c 

In the treatment reduction is insufficient because 
it does not protect against recurrence; czcopexy 
may prevent recurrence but the surgical methods 
at disposal do not obtain a stable cecopexy; resec- 
tion of the invaginated tumor, which is the true 
radical procedure, is a long and dangerous opera- 
tion which is not justifiable because other means of 
accomplishing the desired end are available. 

The author prefers lateral ileocolostomy, uniting 
the ileum to the transverse colon. This method 
has been applied by many surgeons in cases of 
mobile cecum but it should also give an ideal 
result in invaginations. Its action upon the ileum 
puts it in wide communication with the colon, free- 
ing the latter from its heavy work in pushing on the 
fecal material from the abnormal cecum. It makes 
recurrence impossible, the terminal portion of the 
ileum being fixed between Bauhin’s valve and the 
new anastomotic mouth. It relieves the cecum 
and ascending colon of a very large part of the fecal 


material which follows another route with less 
risk of stasis in these organs. The operation is 
not dangerous in the hands of a skilled surgeon and 
it is quickly executed. The author has used it in a 
large number of cases of entero-anastomosis and 
has never lost a patient. He always sutures with 
the Murphy button, of which he has been an advo- 
cate for many years. The anastomotic opening is 
made very large, from 8 to 10 cm. 
W. A. BRENNAN. 


Horsley, J. S.: Resection of the Czecum and As- 
cending Colon. Tr. South. Surg. Ass., Baltimore, 
1918, December. 


The author discusses the underlying causes of the 
abandonment of lateral intestinal anastomosis and 
the adoption of the end-to-end method. Cannon 
and Murphy have shown that in animals with the 
end-to-end method there was no stasis of food at the 
site of operation, whereas in lateral anastomosis 
peristalsis was abolished where the bowel was united. 

Horsley calls attention to the triangular space at 
the mesenteric border of the intestine which is 
sometimes infected by the operator before it is 
closed, and to the necessity of cleaning the bowel 
ends with antiseptics before suturing. He believes 
that a valve should be made when the small bowel is 
united to the large. He describes a new operation 
based on these principles in which the end-to-end 
method is used and the ileum is projected into the 
end of the transverse colon and sutured in a manner 
similar to that used in his method of uniting the 
small bowel. In addition to this, in order to promote 
valve formation and increase safety, there is placed 
a row of interrupted mattress stitches of catgut. 
To relieve gas accumulation he suggests an enter- 
ostomy after the Coffey principle. 

He reports seven cases of resection of the cecum 
and ascending colon which he has done during ten 
years. All of these patients recovered from the 
operation satisfactorily. Two of the operations 
were for intussusception in infants, two for severe 
intestinal stasis, and three for hypertrophic tuber- 
culosis. In one of the cases of tuberculosis there was 
a resection of several feet of diseased ileum after 
the cecum and ascending colon had been removed, 
thus making a double resection in this case. 

Horsley has recently done another resection of the 
cecum and ascending colon, using the technique 
described, including the valve formation and the 
enterostomy. At the present time, five days after 
operation, the patient is doing well. The pulse has 
not been over 104 since the operation. There has 
been no distention. 


Blanchod, F.: A Personal Case of Appendicular 
Calculi Revealed by the X-Rays (Un cas person- 
nel de calculs appendiculaires révélés par les rayons 
X). Rev. méd. de la Suisse Rom., 1918, xxxviii, 599. 


The author reports the peculiar history of his 
own case. In childhood he had an attack of acute 
appendicitis but was not operated upon. Recently 
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while in the East Indies on medical inspection, he 
was obliged to go to the hospital owing to a painful 
swelling the size of a hen’s egg in the anterosuperior 
iliac spine region, A diagnosis of possible acute 
appendicitis was made; but as the symptoms were 
not clear, operation was deferred. 

Radiography showed the presence of two calculi. 
The position of these calculi caused a change to be 
made in the diagnosis; the case was now considered 
as one of ureteral calculi. However, the absence of 
urinary symptoms and the history of the patient 
again caused a return to the former diagnosis of 
appendicitis and the patient was operated upon. 
Behind the cecum a large mass of adhesions was 
found. Two large calculi were extracted here from 
a large abscess. The appendix was completely 
gangrenous up to its cecal insertion. 

Blanchod gives a short historical review of appen- 
dicular concretions. The question of the utility of 
the X-rays in appendicitis was fully treated for the 
first time by Jacques Roux in 1913; he collected 9 
cases. In 7 of these a calculus was revealed by the 
X-rays prior to operation. In this thesis also Roux 
fully treats the differential diagnostic difficulties in 
interpretation of a radiograph showing a calculus in 
the vicinity of the appendix. W. A. BRENNAN. 


Gaudier, H.: Severe Appendicitis in a Child; 
Ileosigmoidostomy and Gastro-Enterostomy 
(Historie rare d’une appendicite grave che un en- 
fant, et pour les suites de laquelle on fut amené 
a pratiquer une ileosigmoidostomie et une gastro- 
entérostomie). Bull. et mem. Soc. de chir de. Par., 
1918, xliv, 1449. 

In a boy of twelve yearson whom operation was 
done for symptoms of acute appendicitis, a quantity 
of fetid pus escaped when the peritoneum was opened. 
The latter was limited by adhesions, the appendix 
was not found, and the wound was drained. The 
child recovered. 

Some months later the patient again came to the 
hospital with the same symptoms but. accentuated, 
and was again operated upon. The omentum and 
intestine were enclosed in a mass of adhesions, the 
loops of small intestine agglutinated, the cecum 
red and friable; the appendix was not found. Fur- 
ther investigation revealed a left-sided subphrenic 
abscess. 

The condition slowly improved, with the excep- 
tion of a persistent fecal fistula. This, as well as 
the recurrence of digestive disturbances, called for 
a new operation. An ileosigmoidostomy was done 
some months after the second operation. A month 
after recovery from this, the child again entered the 
hospital ina state of extreme cachexia and with symp- 
toms of intestional obstruction. Radioscopic exam- 
ination showed the stomach herniated into the 
thoracic cavity, due to the subphrenic collection 
having perforated through the diaphragm and opened 
into the bronchi. A supra-umbilical laparotomy 
was performed and the stomach reduced. A pos- 
terior gastro-enterostomy was then done after clos- 


233 


ure of the diaphragm, in order to fix the stomach and 
also to ensure a sufficient circulation. 

The child made a normal recovery and remains 
in good condition. W. A. BRENNAN. 


Urrutia, L.: Five Cases of Partial Colectomy (Sobre 
cinco casos de colectomia parcfal). Arch. d. enfer. 
d. apar. digest., Madrid, 1918, i, 451. 

The author did 5 partial colectomies for cecal 
tumors, 2 for cancer, 2 for tuberculosis, and 1 for 
non-tubercular typhlitis. Detailed clinical histories 
and illustrations are given. All these patients 
made good recoveries. 

In the first three cases the anastomosis was end- 
to-end, end-to-side, and lateral, according to the 
Eiselberg, Mayo, and Moynihan techniques. In 
the last two cases the end-to-side anastomosis with 
the Murphy button, as recommended by Charles 
Mayo, was done. The author considers this tech- 
nique much superior to the others owing to its greater 
rapidity and its very perfect asepsis. No change of 
gloves is necessary during the whole operation. 

With regard to the fact that there was no mor- 
tality in these 5 cases, the author points out that 
Brunner’s statistics (1907) of 132 partial and total 
colectomies gave a 23.48 per cent mortality, and 
the Mayo Clinic statistics for resection of the right 
half of the colon for tumors, etc., in 235 cases gave 
a 12.5 per cent mortality. 

The author states that the radical operation gives 
excellent results in cancer of the cecum. The 
lymphatics of the colon are limited compared 
with those of the small intestine; and malignant 
affections of the colon remain localized for long 
periods as compared with those of the small in- 
testine. 

The rational treatment of hypertrophying tuber- 
culosis of the cecum is surgical. The radical opera- 
tion is extirpation in this condition, as well as in 
cancer. While in cancer exclusion is only palliative, 
in the case of a tuberculoma, exclusion combined 
with heliotherapy may lead to a cure or to a con- 
dition in which the intestine may be resected. 

Generally speaking, owing to the difficulty in 
making a differential diagnosis between cancer and 
tuberculosis, the author prefers to uniformly apply 
the radical operation to all cecal tumors, the opera- 
tion to include extirpation of the glands below and 
above, ligature of the ileocolic at its superior mesen- 
teric origin, resection of the last 1o or 15 cm. of 
the ileum, cecum, ascending colon, and about one- 
third of the transverse colon. W. A. BRENNAN. 


Grasty, T. S. D.: Report of a Foreign Body in the 
Rectum Simulating Incomplete A on. 
Am. J. Obst., N. Y., 1918, xxxviii, 737. 


A primipara, aged 35, had been under medical 
care for two weeks for a threatened abortion. She 
complained of severe cutting, stabbing pains, inter- 
mittent in character, worse on movement, and a 
slight bloody discharge. She was unable to assume 
any comfortable position or to walk without great 
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difficulty. The pains were excruciating and referred 
to the lower pelvis. She passed small bright red clots. 

Upon examination the vulva and perineum were 
found blood-stained, and any manipulation elicited 
severe pain recurring at varied intervals. Abdominal 
examination showed the fundus of the uterus just 
above the brim of the pelvis. The vagina readily 
admitted two fingers, the cervix was soft and patu- 
lous, and the uterus enlarged to about the size of a 
three months’ pregnancy. 

On pressure over the posterior wall of the vagina, 
much pain and spasm was produced, and a peculiar 
rod-shaped mass felt very tender to pressure. 
Introducing a gloved finger into the rectum, a body 
measuring about one by one half an inch was dis- 
covered and with difficulty removed, together with 
some pus, mucus, and blood. This body was lying 
transversely in the rectum about two inches from the 
sphincter. It was found to be part of a peach pit. 

No further treatment was instituted, and the 
following day all pain disappeared. The patient 
was up and about, able to walk, and the discharge 
ceased. The pregnancy has gone on uninterrupted. 

Epwarp L. CorRNeELL. 


LIVER, PANCREAS, AND SPLEEN 


Harrigan, A. H.: Hypernephroma of the Falciform 
ey of the Liver. Ann. Surg., Phila., 1918, 
Vill, 395 


Harrigan reports a case of hypernephroma of the 
falciform ligament of the liver. The patient was a 
married woman of thirty-five years. During the 
past two years she had suffered from severe abdom- 
inal pain in right upper quadrant. Pain was inter- 
mittent in character and did not radiate. It was 
referred chiefly to the gall-bladder region. There 
was no distinct biliary colic and no jaundice. The 
diagnosis was chronic appendicitis with possible 
cholecystitis. 

Operation revealed the appendix long and thick- 
ened, the gall-bladder and bile-ducts negative for 
stone. A small mass about the size of a walnut was 
felt in the falciform ligament and close to the free 
border of the liver. It was readily removed by 
enucleation. A rather active hemorrhage followed, 
but was controlled by suturing the round ligament 
to the surface of the liver. The patient made an 
uneventful recovery. The pathologic diagnosis was 
hypernephroma. 

Only one other case of this kind is reported in 
the literature. The author considered the case of 
interest from an autogenetic viewpoint, but did not 
attempt to explain how adrenal rests reach, during 
embryological development, the falciform ligament 
of the liver. G. W. Hocare. 


MacLeod, N.: Second Series of Notes on the Radi- 
ography of the Gall-Bladder. Arch. Radiol. & 
Electrotherap., 1918, xxiii, 191. 


This article is supplemental to a previous report on 
32 cases published in September, 1916. Forty-five 


additional cases have been observed and as far as 
stone cases are concerned, the author has found that 
where stones are present roentgenography should 
detect at least 50 per cent of them. 

Of 5 cases showing stone shadows, 4 were operated 
upon, confirming the findings. ‘Twelve showed 
gall-bladder shadows which were considered patho- 
logic; 4 of these were operated upon and the findings 
confirmed in 3. None of the cases operated upon in 
the two series furnished stones which were not 
shown by the roentgenogram. Detailed histories of a 
number of cases are given, and stress laid upon the 
value of stereoscopic exposures. 

The author reviews the findings of Case, George 
and Leonard, relative to gall-stones and gall-bladder 
disease, as disclosed in their works on the alimentary 
tract. ApoLpH HARTUNG. 


Cony, LeG.: Reconstruction of the Choledochus. 
J. Am. M. Ass., 1918, Ixxi, 1194. 


Guerry gives three reasons why it is necessary to 
reconstruct the common duct. 

1. In case of permanent obstruction at the head’ 
of the pancreas, if the gall-bladder is intact, the 
procedure is simple. Cholecystoduodenostomy is, 
however, a short-circuiting operation rather than a 
reconstructing of the bile passages. 

2. It may be necessary to restore the bile pas- 
sages on account of inflammatory stricture of the 
common duct. If the stricture of the common duct 
extends above the junction of the cystic and hepatic 
ducts, it may be necessary to excise the strictures 
and then if possible apply the author’s method, or 
the stricture may be divulsed. 

3. The common duct may be divided in the opera- 
tion of cholecystectomy. If the accident is discovered 
immediately, repair is much easier than if a second- 
ary operation is necessary to correct the injury. 
It is vitally necessary to remember here that the 
junction of the hepatic and cystic ducts which 
form the common duct is not always at a fixed 

int. 
pothe author has reconstructed the bile passages in 
seven cases. While he does not outline his technique 
in detail, he states that the three essential things to 
be accomplished by the operation are: 

1. Incertain of the cases in which the duodenum 
is closely bound down by adhesions, its mobilization 
is most important, as one is thereby enabled to 
effect the anastomosis with greater accuracy. 

2. The essential thing is so to mobilize the 
mucosa of the duodenum that when the suture line 
is completed, the mucosa and submucosa of the 
duodenum will be directly united to the light 
structures of the hepatic duct. If this is done, there 
will be a continuous epithelial lined passage, and 
contraction in all probability will not occur. This 
point illustrates the inherent weakness in many of 
the so-called autoplastic reconstructions of the bile 
—_ Some of the methods break down just 

ere, in that they fail to provide a continuous 
mucous-lined passage for the bile. 
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3. The third objective to be obtained is the one 
mentioned by Horsley, namely, the avoidance of 
contraction by not using substances in the recon- 
struction which are foreign to this region. 

In his seven cases he had two deaths, one in a 
woman of seventy due to surgical shock, and the 
second to postoperative pneumonia. One patient 
was alive four years after operation, with a small 
external biliary fistula that drained bile intermit- 
tently. Her health, however, was much improved. 
The other four cases have remained well since 
operation and may be regarded as complete symp- 
tomatic cures. G. W. Hocurein. 


MISCELLANEOUS 


Durodié: Laparotomy Throughout the Ages (La 
laparotomie a travers les Ages). J. de méd., Bor- 
deaux, 1918, Ixxxix, 233. 

The author states that laparotomy: was a matter 
of daily practice on animals in ancient times. It 
was used in Galen’s time in the most distant 
countries of Asia on camels, cows, etc., to make 
them sterile. In ancient Athens women were 
castrated by a laparotomy with the idea of pre- 
serving their youthful appearance. 

In modern times Schlencker, Willius, Payer 
and Taglioni are the first authors to take up the 
subject early in the eighteenth century. Their 
principal fears were the pain and hemorrhage and 
the precipitate introduction of air into the abdom- 
inal cavity which would expose the patient to an 
almost certain sudden death. In spite of these 
fears the French surgeon Lédran punctured ovarian 
cysts and tumors and in conjunction with Dela- 
porte made the first complete incision of the linea 
alba from the unbilicus to the pubes for cysts. 
This patient died thirteen days after operation, 
but in 1746 Lédran was more fortunate, his patient 
recovering after two years of suppuration. 

The first satisfactory result was that of Laumonier 
of Rouen in 1776; and Laugier some years later 
operated upon the Duchess of Choiseul; but the 
utility of the method was not fully established in 
France till Lejars demonstrated it in 1825. In 
England it had received earlier recognition. 

Since ancient times also laparotomy was equally 
in use for the cesarean operation. Pliny mentions 
it in the ninth chapter of his seventh book. Some 
erroneously think that the cesarean operation is 
so named after Cesar, who was born that way. 
As a matter of fact, according to Pliny, Cesar 
took his name on account of the operation, as those 
who were delivered by this method were called 
cesares or casones, ‘a ceso matris utero,” “cut 
from his mother’s womb.” 

There is no mention of the operation until the 
year 1500 when Jacques Nutter, an animal cas- 
trator of Liegershausen, performed the cesarean 
operation on his own wife who could not be delivered 
in the natural way. She recovered and had two 
subsequent natural labors. W. A. BRENNAN. 
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Tanton, J., Derache, P., and Wallace, C.: Sympo- 
sium on Pelvic Wounds, More Especially Those 
of the Bladder and Rectum. Arch. de méd. et 
pharm. mil., Par., 1918, \xx, 291, 313, 320. 


Reports by these authors were submitted to the 
Fourth Interallied Surgical Conference at Val-de- 
Grace, March, 1918. 

Tanton’s report covers the subject very fully. 
He treats of isolated pelvic wounds; of isolated blad- 
der wounds with or without concomitant lesion of the 
bony pelvis; of isolated rectal wounds with or with- 
out lesion of the bony pelvis; and of associated 
bladder and rectal wounds with or without concom- 
tant lesion of the bony pelvis. 

Reports of 3,719 recent pelvic wounds have been 
collected. These include 1,659 injuries involving 
the ileum; 659 sacral, 202 pubic, and 241 ischial 
injuries. The total mortality was 10.37 per cent, 
the majority being immediate deaths. Besides these, 
414 old injuries of the pelvis have been reviewed. 

The complications which may occur in this class 
of injuries are suppurative psoitis, phlegmon of the 
iliac fossa, pelvic cellulitis, thigh abscess, necrosis 
of pelvic cellular tissue, and coxofemoral suppura- 
tive arthritis. 

In the 3,719 recent cases there were 87 cases of 
osteomyelitis and 770 of fistulous osteitis. Anky- 
losis or stiffness of the hip was noted 76 times. 

There were 367 cases of isolated bladder injury 
with or without lesions of the bony pelvis, 334 being 
recent; 55 involved the bladder alone and 312 were 
accompanied by a pelvic fracture. 

Of the 334 recent bladder injuries, 68 were in the 
peritoneal portion and 266 in the extraperitoneal. 
The intraperitoneal injuries are due to projectiles 
entering in the lumbar region or in that neighbor- 
hood and may be accompanied by intestinal inju- 
ries. Extraperitoneal lesions are due to the pro- 
— penetrating the perineum or the vinicity of the 
thigh. 

When an intraperitoneal injury is diagnosed, the 
procedure is laparotomy, suture of the bladder, su- 
ture of intestinal injuries, if any, extraction of the 
projectile, and closure, leaving a drain in Douglas’ 
pouch. It is quite possible to dispense with an 
indwelling catheter, catheterizing the bladder: 
every three hours for four or five days. The 
mortality is considerable. In 20 laparotomies, 8 of 
them with intestinal lesions, there were 11 immediate 
and 5 secondary deaths. 

The ideal treatment in the case of an extraperi- 
toneal wound would be stripping up the projectile 
trajectory, clearance and disinfection of the frac- 
ture area, if a fracture exists, removal of the pro- 
jectile, reconstitution of the bladder wall, and drain- 
age. But this is hardly applicable except to lesions 
of the anterior bladder wall; the lateral and fundal 
parts of the bladder are not easily reached by opera- 
tion. The intervention in such cases should be and 
usually is confined to disinfection, primary supra- 
pubic cystostomy, and drawing off the urine. 

As many of these wounds cure spontaneously, the 
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indication for operation should be precise. There 
are two classes: (1) when there is a regional wound 
through which clear but blood-tinged urine flows; 
(2) when there is complete retention, with nothing 
escaping by the wound, but a considerable urosang- 
uinary effusion infiltrating the pre- and perivesical 
tissues. 

In the first case operation should be limited to 
surgical clearance and disinfection of the tract unless 
hematuria is abundant and continuous, or a foreign 
body is demonstrated to be intravesical. 

In the second case the operative indications are 
more compelling. It is necessary: (1) to evacuate 
the subperitoneal effusion; (2) to drain the bladder 
in order to check urinary infiltration 

Infection is the complication most feared. Ascend- 
ing infection is unfortunately frequent, and in 137 
cases of bladder wounds there were 10 cases of 
pyelonephritis. Fistula are the most frequent 
complication; in 1o1 cases 26 urinary fistula were 
observed. Purulent fistulz are also frequently seen. 
The latter have a variety of causes. 

There were collected 517 isolated wounds of the 
rectum with or without pelvic wall lesions; 464 were 
recent; 244 involved the rectum alone and 273 were 
associated with injuries of the bony pelvis. In the 
latter the sacrum and sacro-iliac region are most 
frequently involved. As in the preceding class, the 
lesion of the intestinal tube may be intra- or extra- 
peritoneal. Of the 464 recent wounds, 76 were 
intra- and 388 extraperitoneal. 

Of the 76 intraperitoneal, 73 were accompanied 
by bone lesions. The prognosis of such wounds is 
very grave, there being 32 immediate and 16 sub- 
sequent deaths. Such a wound calls for immediate 
operation, laparotomy with suture of the rectal 
breach, besides treatment of any accompanying 
fracture. 

Of the 388 extraperitoneal lesions involving the 
rectum, 139 were accompanied by injuries of the 
bony pelvis. In an intestinal wound infection, is 
extremely rapid and all neighboring tissues and 
organs become involved. ‘Thirty-one of these 
patients died within forty-eight hours from shock 
or hemorrhage and twenty-five died later from 
infection. 

The treatment includes: (1) primary disinfection 
of the tract; (2) prophylaxis against the secondary 
infective complications. 

Theoretically the best method of prophylaxis 
would be deviation of the faeces by an artificial iliac 
anus; but the author thinks this practice extreme. 
Experience has shown that many rectal wounds 
progress satisfactorily following surgical clearance 
of the trajectory and flattening out the rectal wound. 
This latter retracts progressively and cures spon- 
taneously and the feces resume their normal course. 

Postoperatively, fecal fistulae are numerous (02 
cases); sphincter troubles, especially incontinence, 
are also frequent. 

Of associated rectal and bladder wounds, 224 
cases were collected, 214 of them recent. These may 
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be intra- or extraperitoneal; 17 of the cases were 
intraperitoneal and 14 died early after operation, 
either from shock or hemorrhage. 

The extraperitoneal class may be divided into 
two groups, vesicorectal and ano-ureteral. Of 
these latter, 76 wounds were seen, many accompanied 
by a pelvic fracture. There were 20 deaths. 

The indication for operation in these cases is to 
suppress the issue of faces by the rectal wound, as 
well as to prevent passage into the bladder, and to 
forestall perirectal and perivesical infection. The 
treatment of choice is therefore suture of the rectal 
perforation and pulling down the anterior rectal 
wall so as to shut off the bladder. This is combined 
with continued catheterization of the bladder. This 
procedure is not always possible and the conduct 
then to be followed consists of: (1) a suprapubic 
cystostomy to draw off the urine; (2) drawing off 
the faces by colostomy; (3) stripping and cleansing 
the trajectory of the projectile. All three procedures 
may not be necessary or possible at the same time. 
Drawing off the feces by colostomy hag few partisans 
and appears only in the statistics 12 times. Supra- 
pubic cystostomy was done in 50 cases. 

Tanton is personally rather inclined to favor devi- 
ation of the feces but not the urine. A vesicorectal 
fistula generally closes spontaneously. 

According to Tanton the treatment of extraperi- 
toneal associated rectal and bladder wounds con- 
sists of: stripping up the entry and outlet trajec- 
tories; large drainage of the rectal wound and de- 
ferred drainage of the bladder by a permanent 
sound, reserving colostomy for extensive wounds 
with important osseous lesions, in cases where 
severe infection is feared. 

Twenty-five secondary deaths due to various 
complications were noted in this class of cases. 
Persistent vesicorectal fistula are the most frequent 
complication. 

Derache treated a total of about 1,000 wounded of 
all types. The proportion of wounds in the pelvic 
region was as follows: pelvic fractures, 29 cases; 
extraperitoneal rectal wounds, 5 cases; wounds of 
the perineal urethra, 4 cases; vesicorectal wounds, 1 
case; bladder wounds, 4 cases; pelvic fracture with 
rectal wound, 4 cases; pelvic fracture with urethral 
wound, 2 cases; pelvic fracture with vesicorectal 
wound, 1 case. It is seen that the proportion of 
bladder and rectal wounds observed in war is very 
small. 

The general views of Derache as to treatment agree 
in the main with those of Tanton, but he is not so 
optimistic concerning vesicorectal wounds. 

Wallace in 965 operated cases found the rectum 
wounded in 21 and the bladder in 45. In 25 cases 
the bladder alone was injured and in only 2 cases 
were there simultaneous wounds of the bladder and 
rectum. Fourteen of the rectal cases died and 30 
of the vesical. 

He thinks that colostomy must be considered 
when the entire lower segment of the intestine is 
torn and exposed in the pelvis. Transverse colostomy 
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is the operation of choice. The determination for 
colostomy ought to depend on the probability of the 
union of the sutured intestine. Wounds involving 
the rectum in the neighborhood of Douglas’ sac are 
the most difficult because often here a solid suture is 
impossible. 

Intraperitoneal bladder wounds after suture do 
not require suprapubic drainage. Catheterization 
for some days is called for. Extravesical bladder 
wounds should have a drain in the operative wound, 
as well as an intravesical drain. When the bladder 
is injured on its rectal face, it seems rational to open 
it and suture the wound on the interior, as Drum- 
mond has done. 


237 


Non-complicated bladder wounds have given a 
mortality of 56 per cent; shock and hemorrhage are 
the usual causes of death. Pelvic fractures and 
injuries of the pelvic veins are contributory factors. 
When there is a concomitant small intestine wound, 
the prognosis is darker and in 15 such cases there 
was but 1 recovery. 

In discussing the papers, Tuffier insisted that the 
majority of vesicorectal wounds recover sponta- 
neously, and that all primary operations or suturing 
the bladder and rectum are often useless, as with 
patience and cystotomy.such lesions heal. When 
there is a very extensive loss of substance, certain 
fistula must be operated upon. _W. A. BRENNAN. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Bunting, T. L.: Sequestra in War Injuries. Arch. 
Radiol. & Electrotherap., 1918, xxiii, 105. 

Sequestra from disease have usually a distinctive 
appearance. An isolated piece of bone, surrounded 
by other bone obviously living, is easily classified. 
But in comminuted fractures the decision as to 
which fragments are living and which are dead is, 
next to the localization of foreign bodies, the most 
important work of the roentgenologist in a war hos- 
pital, and also the most difficult. Reviewing 139 
cases, Bunting does not feel that experience has added 
to certitude in this class. Long standing fragments 
with definite margins offer little or no difficulty. 
The problem is to recognize the sequestra before 
they come to this stage and thus promote recovery. 

Three points to be considered in the recognition of 
sequestra are situation, density, and the nature of 
the margins. 

Wherever there is close relation between ob- 
viously living bone and a doubtful fragment, 
without any sign of union between them, there is a 
strong presumption that the ragmen is a sequestrum. 
The stereoscopic method is of the greatest importance 
in this study, for in no other way can exact relations 
be determined. 

Some sequestra are seen as of greater density 
than the surrounding bone, because the dead bone 
has not been involved, or involved to a less extent, in 
the rarefying process that takes place in living bone 
near an inflamed area; or because the dead bone is 
surrounded by new callus of less density. Bunting 
is not convinced that sequestra ever acquire an 
increase in density. This relative density gives a 
characteristic appearance, but only some sequestra 
show it and these only until the main bone returns 
to normal. Later the same fragment may become 
less dense than the near living bone, by rarefaction. 
Absence of distinctive density gives no presumption 
of absence of sequestra. 


A few sequestra may be known at once by the 
clean-cut margins, but with the majority the margins 
are soft, apparently a result of chronic inflammation. 
No sequestra have margins showing any outgrowth 
of callus. Again stereoscopic study is often necessary. 
If at any time most of the fragments show callus 
outgrowth, while one or more do not, these latter are 
presumably sequestra. 

No one sign is conclusive, but the combination of 
two or all of them is good ground for a positive 
diagnosis, while even one, if typical, is strong 
presumptive evidence. But in this, as in so many 
other problems, a final decision can be given only 
when radiographs and clinical evidence are con- 
sidered together. There is therefore one more reason 
for closer co-operation than is usual between radiol- 
ogist and surgeon. D. R. Bowen. 


Charbonnel: The Biological Aspects of Freely 
Transplanted Total Bone Grafts (Du réle et 
de l’avenir biologique des greffes osseuses totales 
par transplantation libre). J. de méd., Bordeaux, 
1918, Ixxxix, 279. 

Charbonnel’s study of bone grafts by free trans- 
plantation, based on his personal experience and 
study of the literature, leads him to believe that 
there is no need for concern as regards the “taking” 
of the graft if there is a slight degree of infection. 
Absolute asepsis is not necessary. Also if necessary, 
a graft totally deprived of periosteum may be in- 
serted with a result no worse than with periosteum. 

The author believes that if, as Imbert teaches, the 
graft alone directs the formation and the direction of 
callus, and induces an osteogenetic condition in the 
bone ends, then this function will be better effected : 
when the graft is inserted as a mortise than when it is 
applied on the lateral face of the bone. Central 
medullary mortising-in of the graft is much more 
valuable, according to the author, than the Albee 
lateral bone graft. The graft can be fixed to the bone 
ends by small Lane or Lambotte plates and screws. 

In pseudarthroses resection of the bone-ends should 
be as economical as possible, because those cases in 
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which the separation of the bone-ends is least 
are the ones which succeed best in grafting. 

The rules for a successful bone graft, according 
to the author, are: free transplantation of a bone 
graft with periosteum by mortising into a peri- 
osteal bed with absolute haemostasis and asepsis. 
If there is very evident infection, the graft will be 
eliminated. If the infection is slight, the graft is 
tolerated, but it then becomes not a true graft but 
a foreign prosthetic body similar to a piece of ivory 
ora piece of sterilized dead bone. In this condition 
it acts as a specific excitant of osteogenesis in 
the carrier-bone. If there is no infection, the 
graft will become either ensheathed by new bone, 
not as a sequestrum, but like a stone that becomes 
an integral part of a wall by the mortar; or else 
it becomes the true ideal graft, contributing to 
the callus and replacing the function of the absent 
bone. W. A. BRENNAN. 


Cofield, R. B.: The Symptoms Attributed to Le- 
sions of the Sacro-Iliac Joint. Am. J. Orthop. 
Surg., 1918, xvi, 418. 

It is the belief of the author that the peculiar 
anatomical conformation of the sacro-iliac joints 
precludes the possibility of subluxations or relaxation 
occurring except in severe crushing injuries or pos- 
sibly during the later stages of pregnancy, when all 
pelvicligaments are ina state of temporary relaxation. 

The symptoms occurring in acute and chronic 
sacro-iliac lesions, as well as may of the sciaticas, 
are the result of sprains with the accompanying 
retraction of the posterior musculature of the body 
and the sequele resulting therefrom. 

If sciatica is due to pressure upon the sacral 
plexus by direct impingement of the displaced joint 
surface, one would expect the pain and other sensory 
and motor disturbances to be more generally dis- 
tributed to the pelvis and the entire lower extremity. 
Since sciatica is a rather late manifestation of the 
sacro-iliac lesion and is relieved immediately by 
stretching the retracted hamstring muscles, it would 
appear, in this instance at least, to be due to the 
irritation of the nerve as it passes between the 
bellies of the spasmodically retracted muscles. 

Manipulation for the cure of sacro-iliac lesions has, 
in the past, been practiced by the average physician 
in a purely empirical way, realizing that it was of 
service in a certain number of cases. When performéd 
with the definite idea of restoring the retracted 
muscles toa normal tension and the breaking down 
of adhesions, which may have formed as a sequence 
to the sprained joint, efforts are guided by much 
more intelligence and foresight. 

On account of the frequent occurrence of anoma- 
lies of the spine and pelvis in this region, an X-ray 
examination can only be of positive value when 
checked up by a subsequent examination after a cure 
has been effected. In differentiating other organic 


lesions, such as tuberculosis, syphilitic gumma, 
osteoarthritis, etc., the X-ray is of inestimable value. 
Traumatic lesions of the lumbosacral articulation 


INTERNATIONAL ABSTRACT OF SURGERY 


may simulate very closely those of the sacro-iliac 
joint and may require a similar method of treatment 
for their relief. 


Dauriac, J. S.: The Guiding Principles of Bone 
Grafting (Principes directeures de la chirurgie 
des greffes osseuses). Bull. Acad. de méd., Par., 
1918, Ixxx, 446. 


Dauriac says that bone grafts according to the 
Albee technique permit the repair of large losses of 
bone in limbs in which at first amputation seems 
necessary; and in cases of pseudarthrosis the method 
obtains a restitutio ad integrum where the outlook 
promised definite incapacity. 

The constant good results which he has obtained 
in all the skeletal bones are due to the rigor of his 
technique, to his perfect instrumentation, and to the 
preparation of the patient prior to making the 
graft, including an exact study of the site. 

Dauriac gives the following as his guiding prin- 
ciples: 

1. To use only living autogenous grafts, and to 
absolutely reject any other kind of graft. 

2. Never to graft an unprepared patient. When 
a bone is smashed, it becomes demineralized and 
loses its osteogenetic power, hence a patient must be 
remineralized before grafting. 

3. To wait until all suppuration has ceased in the 
area where the graft is to be placed. 

4. To make such autoplastic operations as may be 
necessary upon the soft parts covering the bone 
extremities where the graft will be placed. 

5. Never to take the graft from the injured bone, 
but from the symmetric healthy bone. 

6. Never to make the grafting operation through 
old cicatrices which might arouse latent infection. 

7. To use very long grafts greatly exceeding the 
area, and so that their terminals may be in contact 
with clearly healthy tissue, with which they unite 
easily by first intention. 

8. Not to immobilize the patients for too long. 
The operated limb should be exercised as quickly as 
possible, putting the grafted part in the condition of 
normal functioning. This permits the application of 
Wolfi’s law. 

9. To use Albee’s electric instruments. 

10. To fix the grafts by absorbable material, 

never by metallic. W. A. BRENNAN. 


Ely, L. W.: Giant-Cell Growth of Bone and Tendon 
Sheath. Ann. Surg., Phila., 1918, Ixviii, 426. 


According to Ely, giant-cell growths in bone and in 
tendon sheaths are fairly frequent, but he has found 
no case in the literature where both were associated 
in the same patient. His case is that of a woman, 
aged twenty-seven, who sprained her ankle one year 
previous. The ankle remained swollen and painful, 
and four months later she sprained it a second time. 
Examination showed a round, obscurely elastic 
swelling of the lower end of the right fibula, some- 
what sensitive to firm pressure, but not accom- 
panied by inflammation. A small, rather firm swell- 
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ing was present below the lateral malleolus, not 
connective with the main tumor. The veins were 
dilated over the swelling. X-ray showed a marked 
enlargement of the bone with a thinning of the cortex. 

At operation the fibula was opened and a portion 
of the contents removed. They corresponded to the 
description ordinarily given of giant-cell tumors, ex- 
cept that they were more reddish-brown. The fibula 
was then completely scooped out. Two more large 
masses were discovered and were dissected from 
the peroneal muscle and tendon sheath immediately 
behind the bone tumor, but apparently not con- 
nected with it or with the growth dissected from the 
tendon sheath. 

Pathologic report on all three masses was giant- 
cell growths. Twenty-nine months after operation 
there was no evidence of a return of the growths. 

In the author’s survey of the literature he found 
that a history of trauma was often obtainable in 
connection with these growths, but the relation of 
trauma to the disease was apparently unknown. 
The contents of these tumors are usually friable, yet 
with more or less cohesiveness, “currant jelly” 
in color, and often with mottled areas of fibrous 
tissue. No tendency to spontaneous cure was found. 
Histologically the tumor consists of a delicate stroma 
of connective tissue, with spindle cells and giant 
cells. The appearance of the tumor in the author’s 
case was distinctly that of a granuloma. 

G. W. Hocurein. 


Gasne, E.: Treatment of Little’s Disease (Le traite- 

_ ment de la maladie de Little). Rev. d’ orthop., Par., 

1918, vi, 219. 

Gasne compares the results of the treatment of 
Little’s disease by Foerster’s method of section of 
the spinal nerve roots with the orthopedic treatment. 

The orthopedic method gives good results and 
even if it necessitates prolonged and patient treat- 
ment, it has the advantage that the patient runs no 
risks. Root section also gives good results, but 
only at the cost of orthopedic treatment almost as 
prolonged as if there were no operation. There is 
also the operative risk to the patient. Even if 
reserved for patients showing a purely spinal 
paralysis, there appears to be no special indication 
for it, since such patients are cured with less trouble 
and danger by orthopedic methods. 

The author agrees with those who think that 
radicotomy should be employed only as a last 
resort when contracture persists in spite of pro- 
longed orthopedic treatment; and that it should be 
reserved for patients who are extremely contracted, 
for those in whom immobilization in a good attitude 
is impossible, or for those with total contracture of 
the lower limbs in whom after tenotomy there is the 
risk of an inverse position by the action of antago- 
nistic muscles. 

These conclusions seem to conform to actual 
present day tendencies. Kirmisson, Biesalski, 
Klapp, Froelich, and others have within recent 
years expressed similar opinions. The value of the 


239 


method has been exaggerated, and its permanent 
results are doubtful; but it may be tried in very 
grave cases when all other methods fail. 

W. A. BRENNAN. 


Mayer, L.: Recent Studies in the Anatomy and 
Physiology of Tendons; Their Application to 
the Technique of Tendon Operations. J. Am. 
M. Ass., 1918, xxi, 1198. 

The author gives a brief summary of the anatomic 
and physiologic principles underlying tendon trans- 
plantation. 

In some experimental work in 1912, he tried to 
solve the problem of preventing postoperative 
adhesions. Thin tubes of rolled silver, petrolatum, 
bismuth paste, fascia, peritoneum and vein sections 
were used for ensheathing the tendon. None of these 
substances prevented the formation of adhesions. In 
fact all materials used, except cargyle membrane, 
caused the formation of more adhesions than in the 
control animals where nothing was used. 

Following the suggestion of Biesalski, the sub- 
stituting tendon was placed in the sheath of the 
paralyzed tendon in exactly the same position. There 
was complete absence of adhesions when the limb 
was immobilized for thirty days subsequent to 
operation. 

In addition the author emphasizes the importance 
of maintaining the normal relationship of fascia to 
sheath; of maintaining the normal tension; and in 
establishing a physiologic fixation. To determine 
these facts, experimental work upon the cadaver, 
upon animals, and upon the human was conducted. 

The importance of a very elastic tissue lying 
between the tendon and the fascia is emphasized. 
This he calls the “paratenon.” The paratenon is 
prolonged downward into the sheaths as a tongue- 
like structure. This is the important tissue in the 
gliding mechanism of the tendon. 

The normal tension of tendons was determined on 
dogs. The tendon was severed. and the proximal end 
pulled into apposition with the distal by means of a 
recording instrument, and the tension thereby 
measured. The degree of force necessary to approxi- 
mate the ends represented the normal tension. 

When, under anesthesia, the origin and insertion 
of the muscle were brought as close together as 
possible, the tension was always zero, regardless 
of the size or strength of the animal. 

The physiologic method of anchoring the tendons 
consists in traumatizing the subjacent bone. The 
resulting osteogenetic activity fixes the transplanted 
tendon. J. R. Bucusinper. 


Porter, J. L.: Rheumatoid Arthritis. 
Med., 1918, i, 417. 

It is the author’s belief that there is no such 
pathological entity as rheumatoid arthritis or 
arthritis deformans. While the profession at large 
looks upon these cases of chronic rheumatism as 
hopeless, the author feels ‘that they furnish some 
of the most satisfactory results of anv of the chro- 
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nic joint ailments that naturally fall to the ortho- or better, a celluloid apparatus. This is constructed 
pedic surgeon for treatment. after careful modeling and holds the pelvis, thigh, 
The dictum of Thomasthat a sensitive joint must leg, and foot; the hip is still immobilized but the 
be given rest is just as true today as forty-five years knee and ankle-joints are free. 
ago, and applies to all kinds of painful joints; in Six to eight months after cessation of all pain, 
order to secure absolute rest, the patient must be the hip will be freed at night, the celluloid being 
put to bed. If the joints are painful, in addition to worn during the day. Exercises are begun with care 
rest in bed they are treated with local applications and proper help and support, and are carried out 
of heat. If traction is used to overcome contrac- with patience until the patient is able to get about 
tures, it must be constant and painless. with a cane. The time and number of exercises are 
As avery large percentage of these cases have an carefully graded. Massage and electricity should 
excess of indican in the urine, the patient is put on also be used in this period. 
strictly meat-free diet, and tea and coffee are inter- The author’s application of this method in his 
dicted. Large quantities of other fluids, and surgical tuberculosis service has given the best 
especially fruit juices, are prescribed and the diet is _ results. W. A. BRENNAN. 
limited strictly to fruits, vegetables and cereals. The 


only animal protein that is allowed for the first FRACTURES AND DISLOCATIONS 
two weeks is buttermilk and cottage cheese. 


When the pain and sensitiveness have disappeared Daw, S. W.: Affections of the Large Joints Due to 
and the Ades overcome, the joint is aaahll- Gunshot Wounds; Their Late Results and 
ized, preferably in a plaster-of-Paris cast; after this Treatment. Brit. J. Surg., 1918, vi, 190. 
the patient is encouraged to be up and out of doors Gunshot wounds may affect the functions of joints 
as much as possible without putting weight upon — either by: (1) limitation or absence of range of move- 
the affected limb. R. B. Correrp. ment; (2) undue mobility; or (3) alterations of the 

axis of movement. The author discusses the aspect, 

Poussonnier, M.: Cure of Incipient Coxalgia diagnosis, and treatment of these three conditions. 
Without Ankylosis (La coxalgie au début peut Manipulations of the joint by moving it through 
guérir Je th ankylosis, comment?) Kev. gén. de 4 part or all of its movements under general anes- 
clin. ef de thérap., Par., 1918, xxxil, 580. thesia is chiefly useful in the correction of deform- 

The author thinks that not only is there the pos- _ ities, and in changing the position of a joint from one 
sibility of arresting the development of an incipient in which function is bad to one in which function is 
coxalgia but also of obtaining its recovery without at its best if permanent stiffness is to be the final re- 
ankylosis and without the necessity of wearing an sult. 
apparatus. This is effected: (1) by long immobiliza- Improvement of mobility is more likely to be gained 
tion of the hip in a large plaster cast; (2) by con- by slight movements followed by periods of rest 
tinuous extension applied to the plaster apparatus; or by slow stretching of contracted parts; in other 
(3) by the injection of modifying fluids into the words, by gradual change of position, rather than 
coxofemoral joint. by forcible movements through a large range. 

Immobilization of the hip is continued during Open operations to obtain mobility are rarely ad- 
the first six months, the plaster cast being renewed vantageous except in the case of the elbow-joint 
in the course of the third month. Continuous ex- where they are usually satisfactory. Massage and 
tension is made on the plaster and contra-extension baths are useful adjuvants to improve circulation 
on the ischium which tends to raise the pelvis while and aid in the dispersal of scar tissue. Passive move- 
the extension draws the femur down. ments have very limited value and are often harmful. 

_ The intra-articular injections are made in Scarpa’s Active movements, especially those of normal use 
- triangle, in the anterior face of the femoral neck, a and occupation, are most valuable and will often 

window being made in the cast in this location. do more to increase inability than any surgical means 

The injecting fluids used are Calot’s iodoform at disposal. W. A. BRENNAN. 


creosoted oil, pure camphorated naphthol, or 
Gosset, A.: Treatment of the Pseudarthroses of 


glycerine. About 5 to 10 ccm. of the liquid is in- 
jected every sixth day; altogether about ten injec- 
tions are made. ‘The site of injection is carefully 
sterilized. After the tenth injection there is a 
cessation for about three months. If at the end of 
this time the femoral head still is painful, a new 
series of injections should be started. 

By the seventh month spontaneous or provoked 
pains generally disappear and the thick plaster 
cast is replaced by a smaller and lighter one. Ab- 
solute rest is required. If any pain persists, exten- 
sion is continued on the lighter cast. At the end of 
the twelfth month a small plaster cast is placed, 


War (Traitement des pseudarthroses de guerre). 
Arch. de méd. et pharm. mil., Par., 1918, 1xx, 360. 


Gosset’s extensive report on the pseudarthroses of 
war, presented to the Fourth Interallied Surgical 
Conference, is based on the study of 1,765 cases of 
men who were either not operated upon or un- 
successfully operated upon and pensioned on account 
of disability. The government records show that 
out of 52,752 soldiers receiving permanent or tem- 
porary pensions, 1,658 were on account of pseudar- 
throses of the upper limb and 107 pseudarthroses 
of the lower limb. The upper extremity of the 
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humerus is the most frequent site. In the lower limb 
the muscle masses assist in approximating the 
bone fragments, even when they are in bad position. 

In addition to the governmental data, Gosset has 
collected the various statistics published during the 
war by French authors and has sent out a question- 
naire. The various tabular statements sent in reply 
are published. These tables show the frequency of 
pseudarthrosis according to the segments of the 
limb, and confirm the results obtained from the 
government report. 

These tables show that in 633 collected cases the 
order of frequency was: forearm, 231 cases; humer- 
us, 223 cases; leg, 111 cases; femur, 68 cases. 

The diaphyses are attached more frequently 
than the epiphyses; in the humerus only 4o per cent 
of the pseudarthroses are situated in the juxta- 
epiphyseal regions; in the femur only 3 per cent. 

The casual factors of the pseudarthroses are 
given as follows: loss of substance, 48.9 per cent; 
muscular or fibrous interposition, 20.5 per cent; 
faulty coaptation or prolonged suppuration, 12 per 
cent; loss of substance, faulty coaptation, and 
suppuration, ro per cent; vasculotrophic disturb- 
ances. 3.1 per cent; suppuration and vasculotrophic 
disturbances, 2.9 per cent. It is evident that loss of 
substance is by far the most frequent cause. 

The techniques followed in the course of 552 
operations were as follows: freshening the bone 
ends and metallic suture in 171 cases; prosthetics 
with screwed plates in 141 cases; grafts, osteoperios- 
tic (Delageniére), single, osteoplastic, and homo- 
grafts in 146 cases; freshening and immobilization 
without suture in 48 cases; implantation of a neigh- 
boring bone in 15 cases; freshening and catgut 
suture in 11 cases; epiphyseal resection in juxta- 
epiphyseal cases, 8; metal clips in 4 cases. 

Eighty per cent of the cases resulted successfully 
and 20 per cent failed. 

Many cases of pseudarthrosis could have been 
avoided by a better and more complete treatment of 
the fractured bones. Modern methods of wound 
sterilization permit disinfection of the fracture 
area; and where radiography reveals a faulty re- 
duction, an immediate osteoynthesis can be done. 
Such practice would enormously decrease the cases 
of pseudarthrosis. Judicious selection and daily 
supervision of apparatus tends to the same end. 
Frequently extension apparatus keeps the bone 
ends too far apart. 

When a pseudarthrosis is evident, two types must 
be kept in view,— pseudarthrosis with and without 
loss of substance. Pseudarthrosis with loss of bone 
substance necessitates the application either of a 
bone graft or of an osteoperiostic graft. The grafting 
must be deferred until the cutaneous wound is 
cicatrized and all signs of inflammation have dis- 
appeared. 

In simple pseudarthroses and in pseudarthroses 
with loss of substance in the segments of a single 
bone, it is only necessary after cleaning and freshen- 
ing the bone to make an osteoynthesis. The best 
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method is fixation by metallic plates and screws and 
in certain places with metallic wire, screw or wire 
being placed as far as possible from the site of the 
pseudarthrosis. 

In the case of pseudarthrosis without loss of 
substance, the best time to operate would seem to be 
at the end of the inflammatory period when the 
tissues are cicatrized. If the cicatrization is too slow, 
operation can be carried out in non-aseptic areas 
with good results. Where a graft is indicated, the 
areas must be aseptic. 

As a general rule consolidation may be expected to 
begin after the fifth week. This is especially true for 
the humerus. In other bones the time varies as 
foliows, according to Dujarier: (a) after metallic 
prosthesis: femur, 3 to 8 months; tibia, 2 to 3 
months; forearm, 2 to 8 months; (b) after bone graft: 
forearm, 2 to 5 months: tibia, 144 to 6 months. 

The author favors the thin, short (Delageniére) 
grafts to the large and long Albee grafts. He thinks 
that the latter are doomed to resorption and often to 
fracture. 

Failures in the reparative operations for pseudar- 
throsis are usually due to postoperative suppuration 
or to osteoporosis of the fragments. 

W. A. BRENNAN 


Hey-Groves, E. W.: Ununited Fractures, with 
Special Reference to Gunshot Injuries and the 
Use of Bone Grafting. Bril. J. Surg., 1918, vi, 203. 


The experience of the author is based upon 60 
cases of non-united gunshot war fractures observed 
during the past two years. The obvious cause of the 
non-union was primary loss of substance in 34; necro- 
sis or secondary loss of substance in 3; displace- 
ment of the fragments with intervention of soft parts 
in 21; and eburnation or sclerosis in 2. The femur, 
humerus, and radius were the bones most. usually 
involved. The cases now treated do not include any - 
which have recovered, apart from definite recon- 
structive operations. 

The author’s opinion with regard to the removal 
of so-called bone sequestra in a comminuted frac- 
ture is very clear and definite. He states that if free 
drainage has been secured with a removal of gross 
dirt and septic foreign bodies, then the leaving of 
bone fragments in a comminuted fracture is the sur- 
est way of securing natural and rapid repair, while 
removal of these fragments is the surest way of pro- 
ducing an ununited fracture. 

Necrosis may be regarded as a common cause of 
delayed union but very rarely as a cause of non-un- 
ion. Necrosis very seldom affects the ends of the 
main fragments of a fracture and it is a mistake to 
saw off these ends with the idea of removing infected 
tissue. 

In 35 per cent of the author’s cases non-union was 
due to displacement of the main fragments. The 
great majority were in the femur and due to the 
limb having been incorrectly immobilized in the first 
instance. The limb should be placed in the natural 
position of muscular relaxation with the hip and 
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knee semiflexed and the thigh in abduction. In this 
way the main fragment is best brought in alignment 
with the upper fragment. If in this position efficient 
pin extension is adopted, the author has never seen 
non-union occur. Putting the limb in the straight 
position merely tied to a splint is liable to result in 
uncorrected displacement. 

The author does not think that either sepsis or 
mobility are essential causes of non-union, but only 
of delayed union. 

Where non-union is due to the bone ends being 
separated by dense scar tissue or by soft tissues, the 
author does not believe that any of the non-opera- 
tive methods are of much avail to bring about un- 
ion. Neither does he rely on operative measures 
which aim at callus production without suture of the 
bone. Experimentally they may be successful, but 
the clinical conditions are different and such methods 
are liable to fail. Sclerosis of the bone and soft parts 
make all the difference. 

In all operative procedures the failure of the bone 
ends to throw off callus and the necessity of remov- 
ing such unhealthy tissue must be kept in view. 
Other points to be considered in operating are: la- 
tent sepsis; scar tissue (skin, soft tissues,); vascular- 
ity; functional conditions of muscles, nerves, etc; as- 
eptic technique and immobilization. At least six 
months should elapse between the healing of a septic 
wound and any reconstructive operation; but dur- 
ing this time active and passive movement must be 
encouraged by massage, etc., and the functions of 
the muscles and nerves stimulated electrically. All 
scar tissue should be removed. This may be partly 
effected in preliminary operations. During the long 
waiting period muscular atrophy must be prevented 
and the general nutrition of the limb maintained and 
its appearance must be natural before the repair op- 
eration is attempted. 

The author deals in detail with the various opera- 
tive techniques that may be employed, i.e., plating, 
step-cut operations; intramedullary pegging; special 
methods; bone grafting. 

With regard to plating, the mere mechanical fixa- 
tion of an unhealthy bone to a plate will not secure 
natural union. It is wiser in some cases to be satis- 
fied with less perfect mechanical fixation which may 
be obtained by using a curved plate with two rows 
of screws engaging the bone shaft in different radii. 

The step-cut operation in the case of the humerus 
or both forearm bones is the best for ununited frac- 
tures, provided that there is not too great loss of 
substance or atrophy of the ends. 

The use of the intramedullar peg has very narrow 
indications in the treatment of ununited fractures; 
it is only of use in clean and healthy bone, in recent 
fractures which are not comminutive, the cause being 
displacement with interposition of soft parts. 

With regard to bone grafting, the necessary and 
essential condition is the removal in the bed of all 
scar tissue, whether cutaneous, fibrous, or osseous. 
Periosteum is not an essential element in the graft 
since a naked graft heals in its bed and becomes uni- 
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ted; but the preservation of periosteum is desirable 
except when a graft is entirely intramedullar. The 
most important reason for this is that the perios- 
teum is the natural vascular envelope of the bone. 
The author discusses the réle of the periosteum and 
illustrates from a number of his bone graft cases. He 
finds that naked grafts form new bone very slowly 
and scantily; that periosteal flaps in adults form no 
new bone at all; that thick grafts covered by perios- 
teum are capable of depositing thick new bone in the 
form of an involucrum. It may hence. be inferred 
that the osteoblasts necessary for new bone forma- 
tion are contained in the dense bone, but that the 
protecting and vascular matrix of the periosteum is 
necessary for their activity. 

The author’s series of cases include 34 of autog- 
enous bone grafts; 19 were complete successes; 5 
were eventual successes, and 10 were failures. The 
study of the 1o failures and the 5 cases in which suc- 
cess was not complete has shown that: 

1. In 4 cases the operation was performed much 
too early, i.e., in periods of a few days up to three 
weeks after healing. 

2. In 3 cases there was only scanty contact be- 
tween the graft and its bed. 

3. Int case a sliding graft was done; sclerosed 
avascular bone was taken from one fragment and 
made to bridge the gap. 

4. Int case the patient fell and broke the graft. 

5. In1 case the procedure was too complicated 
and the patient died from shock. 

6. In 1 case immobilization was inadequate. 

7. In 2 cases scars had not been sufficiently re- 
placed by healthy tissue. 

8. In 1 case periosteal flaps with thin bone scales 
adhering to them were turned down over the gap 
and produced only a shred of bone. 

W. A. BRENNAN. 


Leriche, R., and Policard, A.: Three-Stage Treat- 
ment of Large Comminutive Bursting Dia- 
physeal Fractures (Traitement en trois temps trés 
rapproachés des grands éclatements diaphysaires 
comminutifs). Presse méd., Par., 1918, xxvi, 533. 


In the treatment of gunshot diaphyseal fractures 
where there is an extremely comminutive condition 
with destruction of the bone in one spot, it is gen- 
erally recommended to remove all free bone frag- 
ments in the wound and to preserve those having 
muscular or diaphyseal periosteal attachments, the 
idea being to use these remnants for the recon- 
struction of the diaphysis. 

It seems to the authors preferable however to 
make a most complete excision in order to avoid the 
possibility of residual infection which may prevent 
or delay the suturing of the soft parts, as well as 
embarrass or arrest osteogenesis. Such complete 
clearance of the area of the comminuted fracture is 
not only desirable for disinfection but also in order 
that fibrosis may not be provoked in the neighbor- 
hood of the microscopic foreign bodies, thus inter- 
fering with the initiation of osteogenesis. There are 
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also two other reasons: (1) because the preserved 
bone fragments do not remain attached to the 
diaphyseal column but become detached by mus- 
cular contractions and tend to produce a pseudar- 
throsis; (2) in the special conditions of the altered 
tissue, such fragments do not preserve their vitality, 
or they may become so rarefied that they do not 
constitute healthy bone. 

The authors have divided their treatment of such 
wounds into three parts. The first is an immediate 
surgical clearance with such excisions as assure 
complete asepsis; this is followed after three days by 
repair of the soft parts, viz., delayed primary suture; 
repair of the bone lesion by osteosynthesis or bone 
graft is done within from fifteen to twenty days 
after the suturing of the soft parts. 

Osteosynthesis appears to be indicated in cases 
of limb segments with a single bone, but bone grafts 
where the segment contains two bones, viz., in the 
forearm or in the lower leg. Apart from cases with 
considerable loss of substance, bone grafts do not 
appear to be indicated for the humerus or femur. 

The authors have made four osteoperiostic grafts 
and five osteosyntheses. All of these have been 
quite successful. The study of these cases lead 
them to recommend the procedure which they have 
followed. W. A. BRENNAN. 


Moore, A. E.: The Results of Primary Excision for 
Wounds of the Elbow-Joint. Brit. J. Surg., 
1918, vi, 265. 

The author reports on 11 cases treated in an 
orthopedic hospital in which a primary excision 
of the elbow-joint had been made at the front on 
account of gunshot fracture wounds. In 10 of these 
cases a flail elbow to a greater or less degree resulted. 
The uselessness of the limb is in almost direct 
proportion to the amount of bone removed. The 
greatest extent of bone missing between the cut 
ends of the humerus and radius and ulna was 
four and one half inches, resulting in a quite use- 
less joint; but. as the amount of loss diminishes, 
the functional results improve. A limited excision 
is satisfactory. The author thinks that if the bone 
is comminuted, muscle fascia flaps should be carried 
in to cover comminuted bone as in arthroplasty. 
Postoperative support of the forearm is essential. 
Rest is more important than early mobilization. 

As a corrective measure capsulorrhaphy in cer- 
tain selected cases of flail elbow is attended by 
some success. W. A. BRENNAN. 


Negri, L.: Fractures and Articular War Injuries 
of the Lower Limbs (Fratture e lesioni articolari 
degli arti_inferiori in chirurgia di guerra). Osp. 
maggiore, Milano, 1918, vi, 51. 


The author observed 232 bone and joint gunshot 
wounds. In 13 cases a thigh and in 1 case a leg 
amputation had to be done, altogether about 6 per 
cent of amputations. Two of these were for gan- 
grene, one because of the primary condition of the 
limb; the other 3 were due to aggravation of the 
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septic conditions. Ten of these amputation cases 
recovered, and 4 died. The percentage of death in 
the ‘amputated (28.57) compares very favorably 
with the statistics of French surgeons, their per- 
centage being much higher. Generally a circular 
amputation in healthy tissue was made. In two 
cases with high lesions the amputation was made 
in the midst of infected tissue. One of these cases 
recovered. 

The percentage of amputation in complicated 
thigh fractures was 5.5 per cent and the total 
mortality in this class of fractures was 11.11 per 
cent. 

There were 50 cases of knee-joint injuries, of 
which 36 per cent were infected. There were 5 
deaths and 4 amputations. 

The total mortality for the 232 fracture and 
joint injuries was 6.46 per cent. W. A. BRENNAN. 


SURGERY OF THE BONES, JOINTS, ETC. 


Cofield, R. B.: Disinfection of the Knee-Joint. 
J. Am. M. Ass., 1918, lxxi, 1286 


The results achieved in the present war, in treat- 
ing infected wounds of the knee by disinfection and 
immediate closure, have been the source of much 
surprise and satisfaction. The following condi- 
tions, however, are necessary to obtain favorable’ 
results: 

1. The operation must be done early, before the 
spread of infection and disorganization of joint 
structures have occurred. 

2. Thorough lavage of the infected and con- 
taminated areas, followed by primary closure of the 
joint capsule, is essential. 

3. Foreign bodies must not be allowed to remain 
within the joint cavity. 

4. When drainage is used at all, it should be 
carried down to the capsule but not into the 
joint cavity. 

5. Immobilization of the joint must be secured 
by adequate mechanical fixation. 

In order to carry out these principles, it is of the 
utmost importance that a diagnosis of suppurative 
arthritis be made early in the course of infection. 
Every joint that shows evidence of inflammation 
and effusion should be aspirated for diagnostic 
purposes, and the aspirated fluid examined cyto- 
logically as well as bacteriologically. The author 
lays emphasis on the fact that the bacteriologic 
examination often fails to reveal the presence of 
micro-organisms either in smears or cultures, while 
in septic joint conditions, on cytologic investiga- 
tions, a high percentage of polymorphonuclear 
leucocytes is found in the sample of aspirated fluid. 

The author makes an incision 114 or 2 inches 
long parallel to the inner or outer border of the 
patella, extending into the joint cavity. The joint 
cavity is then thoroughly flushed out for fifteen or 
twenty minutes with a 1:15,000 mercuric chloride 
solution by means of a gravity syringe, fitted with 
a rubber instead of a glass tip. 
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The objects sought by arthrotomy and irrigation 
of the joint cavity are: 

1. Relief of the intra-articular tension. 

2. The removal of the necrotic material which 
acts as a culture medium within the joint cavity. 

3. The cleansing and disinfecting action on the 
synovia, which aids it materially in regaining a 
normal function and renewing its fight against 
infection. 

The capsule is closed with catgut sutures, and if a 
drain is used at all, it is placed outside the synovial 
membrane for the purpose of taking care of the 
extracapsular infection. The wound is closed in 
layers and the joint is thoroughly immobilized, 
preferably by a plaster-of-Paris spica, including the 
foot. 

When the wound is entirely healed and all the 
signs of inflammation have disappeared, active 
motion may be begun. Later gentle passive motion, 
along with heat and massage, will often hasten 
recovery. Peri-articular fibrous adhesions may be 
broken down by forced manipulations under ether 
anesthesia. Intra-articular adhesions are best 
treated by gradual correction by means of suitable 
mechanical appliances. I. C. Roos. 


Duval, P.: Osteosynthesis in War Fractures, with 
the Exception of Pseudarthroses (L’osteosyn- 
thése dans les fractures de guerre, pseudarthroses 
exceptées). Arch. de méd. et pharm. mil., Par., 1918, 
Ixx, 474. 


Duval’s report on osteosynthesis in war fractures, 
apart from cases of pseudarthrosis, was submitted 
to the Fourth Interallied Surgical Conference. 
Duval states that from the statistical viewpoint it 
is far from complete, as there are several factors 
which have prevented his getting all the facts. The 
report comprises two parts: (1) osteosynthesis in 
the period of infection; (2) primary osteosynthesis. 

Duval traces the change of opinion as regards 
osteosynthesis from the unfavorable attitude in. the 
early period of the war down to that clearly favor- 
able in the majority of cases in 1918. 

He has been able to collect 152 cases of osteosyn- 
thesis during the infective period of war fractures. 
The result is unknown in 24 of these. Of the re- 
maining 128, there were good results in tot, or 78 
per cent; bad results in 25, or 20 per cent; fistule 
in 15, or 11.5 per cent; pseudarthrosis in 7, or 5.4 
per cent; amputation in 4, or 3 per cent; and death 
in I case. 

Osteosynthesis is indicated: (1) by irreducibility 
of the fracture or the impossibility of maintaining 
satisfactory reduction; (2) when large preserved 
bone spicula have a bad position. 

As regards immediate osteosynthesis in the treat- 
ment of war fractures, up to the period of the war 
when primary closure of wounds complicated by 
fractures was obtained, osteosynthesis was only em- 
om gm in the period of infection. But it has given a 

igh percentage of excellent results. Consolidation 
is effected under the best conditions after a normal 
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lapse of time. It has the unquestionable advantage 
of diminishing the infection of the bone area. When 
the bone is immobilized, it sterilizes with more facil- 
ity, and the muscle, no longer exposed to incessant 
traumatism by the bone fragments, recovers in the 
best condition. Numerous observations confirm 
these facts. However, there are failures, although 
they are less numerous than believed: 7 per cent 
pseudarthrosis; 11 per cent fistule; 5 per cent 
flexible callus. Elimination of sequestra provoked 
by the metal plates is frequent but it does not ap- 
pear to hinder consolidation or cicatrization. 

The primary closure of war wounds complicated 
by fractures, which appears to have been effected 
in about half of the cases now considered, ought 
logically to necessitate primary osteosynthesis. 
There are many such cases. But to fix the actual 
time of its application seems to Duval impossible. 
Some surgeons who have done an early osteosynthe- 
sis have sutured the teguments at once, others have 
left the wound open; still others make the osteo- 
synthesis three or four days after the primary 
sterilizing operation, when there is bacteriological 
proof of asepsis. Others advocate waiting until 
the primarily sutured wound has cicatrized. 

W. A. BRENNAN. 


Fischel, E.: Observations on the Operative Treat- 
ment of Fractures. J. Missouri St. M. Ass., 1918, 
XV, 291. 

The author reviews his experience with various 
methods of operative treatment of fractures of the 
long bones of the extremities. He believes that the 
necessary ‘‘no hand touch’’ technique cannot be 
successfully maintained in the team work of his 
operating room personnel for the proper use of the 
Lane plate by the average surgeon. Therefore 
other available devices which do not employ such 
large foreign bodies for fixation are preferable. 

The use of the autogenous bone graft requires 
a perfection of mechanical skill which makes its 
routine use impossible except for. the specially 
talented. Its use for the averge surgeon is restricted 
to ununited fractures where there is litule tendency 
to displacement. The use of the Parham band in 
oblique fractures is recommended since it is easily 
applied with the “no hand touch” technique, 
introduces a minimum of foreign material, and holds 
the fragments firmly in position. The use of the 
intramedullary graft for transverse fractures is 
likewise technically easy and mechanically effective. 
For fractures of the neck of the femur or humerus 
the bone peg serves a useful purpose but the rather 
difficult technique involved in its preparation and 
introduction can frequently be satisfactorily sup- 
planted by the use of a long wire nail or skewer 
to be subsequently removed. 

The author insists that no matter what method 
of fixation is used, it must be supplemented by 
adequate external support; and that perfect anatom- 
ical reposition, especially about joints, is not neces- 
sarily followed by a good functional result. 
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Nisbet, A. T. H.: The Conditions Found in Ampu- 
tation Stumps and Some Notes Thereon. 
Med. J. Australia, 1918, ii, 173. 

The author gives the result of his X-ray experi- 
ence in an orthopedic hospital where patients had 
been sent for the fitting of artificial limbs. These ex- 
aminations, made some months after the wounds 
were received, have shown that practically all ampu- 
tation stumps were ina septic condition, varying 
from a small sinus in an otherwise perfectly healed 
stump to large open, postoperative wounds exu- 
dating quantities of pus as the result of re-ampu- 
tating a septic stump. 

In 71 amputation stumps of the thigh which were 
examined radiographically to determine the cause 
of their septic condition, he found that all had a 
pathological condition of the bony stump; 49 had 
some form of sequestra present, and 22 had exosto- 
sis alone in which no sequestrum could be detected. 
Of the 49 which contained necrosed bone, 43 also 
had exostosis present. This leaves out of 71 cases 
only 6 which had sequestra without any con- 
current bony new-growth. 

For comparison, healed stumps of 16 patients who 
had been fitted with artificial limbs were examined. 
Of these 12 had some form of exostosis and 4 showed 
a clean, healthy bone, with no irregularity whatever; 
or 25 per cent against 10 per cent of septic stumps. 


The author does not believe that foreign bodies 
imbedded in the flesh cause any great amount of sep- 
sis on their own account, but if the area around them 
becomes septic, they act in the same manner as 
necrosed bone. He has found as many as 52 frag- 
ments of bone imbedded in the soft and bony tissues 
without apparent discomfort. 

Since many of these patients are sent to the X- 
ray room without any further history beyond that 
they complain of recent acute pain in the stump, the 
author regards it as important to remember that 
this painful sensation may be caused by any of the 
following conditions: abscess, sequestrum, foreign 
body, inflamed and probably bulbous nerve, exosto- 
sis causing secondary inflammation, adherent scar, 
periosteitis with a fall, and neurasthenia. 

The author advocates the use of a moderately 
soft X-ray tube in these cases, for these reasons: 

1. It shows the difference in density between 
normal and diseased bone. 

2. It brings out more prominently the soft, only 
partly calcified exostoses which otherwise may be 
completely missed. 

3. The depth of the bone beneath the skin is 
clearly shown, which is occasionally a guide to the 
surgeon in making his flaps. 

4. A sinus in its full length may show quite dis- 
tinctly on the plate. H. J. VAN DEN Bere. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Villandre, C.: Treatment of Spinal War Injuries 
(Traitement des traumatismes rachidiens de guerre). 
Presse méd., Par., 1918, xxvi, 561. 

Although the prognosis of war injuries involving 
the contents of the spinal dural sac is perhaps the 
most somber of all war injuries, yet one must guard 
against the fatalism which considers such patients 
doomed. Very notable improvement is possible if 
complications can be avoided. The treatment in- 
cludes medications to combat bed sores, urinary 
infection, and pulmonary complications. Urinary 
infection can be obviated by the indwelling sound 
and frequent bladder irrigations. Pulmonary de- 
velopments should be watched by ausculations and 
treated. 

The surgery of spinal lesions should in general be 
the same as that applied to other wounds, from the 
viewpoint of disinfection and the removal of foreign 
bodies. Such treatment must be early. A medullary 
suture should not usually be made, even when there 
is a section of the cord visible by the opening of the 
meninges, because such does not as a rule give phys- 
iological results. 

Regional anesthesia should be preferred, as all 
operations on the spine produce shock. All medical 
and surgical treatment should be given in a special 
neurologic center, a surgeon and radiologist strictly 
collaborating in the examination. The author out- 
lines the personnel and equipment of such a center. 


While the opinions of surgeons still differ with re- 
gard to early or deferred surgical operation in spinal 
cases, the author believes that the indications must 
be sought rather by the aid of pathological anatomy 
than by the clinical findings; and he thinks that the 
teachings of the former clearly suggest early inter- 
vention. Operation should, if possible, be done in 
the very early hours following injury. 

‘ W. A. BRENNAN. 


Sharpe, N.: Fracture of the Spinal Column with 
= Without Cord Injury. J. Am. M. Ass., 1918, 
xxi, 1362. 


In by far the greater number of fractures of the 
spine, the cord or its roots are involved, but there 
are, however, a large number of spinal fractures in 
which the cord and its roots escape damage. These 
cases are often diagnosed as sprains or contusions. 
The author reports five cases of fracture of the spine 
without damage to the cord, in some of which the 
bone injuries were such that it was difficult to under- 
stand how the cord escaped involvement. 

The main support or strength of the spinal column 
lies in the articulations of the transverse processes, 
and it is rare in fracture by indirect force to have 
the cord injured, except by hemorrhage, unless there 
is rupture of these articulations. The most severe 
injuries of the cord are seen when these articula- 
tions are ruptured. 
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In fracture dislocation, the displaced vertebra 
may remain displaced, or spring back partially or 
completely into its normal position, leaving as the 
only signs of dislocation the signs of cord injury, 
which may vary from partial paralysis to complete 
abolition of all function below the lesion, giving rise 
to the suspicion that the cord has been completely 
crushed at the point of injury. But complete aboli- 
tion of function below the lesion in a spinal fracture 
does not prove that the cord is completely crushed 
or severed, or even that it is damaged beyond 
repair. This has been shown time and again at 
operation, and also in the after-results in unoperated 
cases. The only reliable sign that proves a complete 
crushing of the cord, and the only contra-indication to 
early operation, is a bony deformity so great as to 
show complete obliteration of the spinal canal. 
Operation should not be performed until after the 

atient has rallied from the initial shock of the 
injury. A safe general rule to follow is not to operate 
while the pulse is above 110. 

The frequency with which fractures of the spinal 
column without cord signs are entirely overlooked 
indicates the necessity of careful clinical and roent- 
gen ray examination of all cases of suspected injury 
to the spine. In a patient able to move about in 
bed with the fracture not immobilized, sudden 
twisting or turning movements might easily con- 
vert a fracture without cord signs into a fracture 
with marked and serious cord involvement. Also 
failure to recognize a fracture, with no attempt 
made to restore the normal spinal curve, may result 
in weakening of the spinal column and more or less 
permanent disability, with perhaps appearance 
later of cord symptoms, due to new bone formation. 
This is especially true when the fracture occurs in 
the vertebral bodies. 


SURGERY OF THE 


Williamson, R. T.: The Differential Diagnosis 
Between Functional and Organic Paraplegia. 
Brit. M. J., 1918, ii, 275. 

Many well-known differential points are enumera- 
ted in this article, but the value of two signs is 
especially brought out in the differential diagnosis 
between functional and organic paraplegia, viz., loss 
of the tendo achillis reflex, and isolated loss of the 
vibrating sensation. 

In many cases of functional paraplegia, the plantar 
reflex is not obtained, and although it is lost in 
many organic diseases, yet in such, other reflexes 
are often affected and if these others are normal, 
functional disease must be carefully considered. If 
the plantar reflex is lost and knee jerks obtained, the 
organic from the functional paraplegias can be deter- 
mined by testing the tendo achillis reflex, which re- 
flex is always present if the disease is functional. 
When the achillis reflex is lost, the disease is always 
organic. The converse is not true, as in some rare 


The treatment of fractures of the spinal column 
without cord symptoms is immobilization, either 
with a plaster collar with extension or by molded 
plaster splints, depending on the location of the 
fracture. Fracture of the vertebral body is best 
treated by over-extension on a Bradford frame, 
which is much more comfortable and efficacious 
than a plaster cast. E. C. Roos. 


Le Fur, R.: Resection of the Sacrum for Chronic 
Osteitis Following a Wound of the Sacral 
Region (Résection du sacrum pour ostéite chro- 
nique consécutive 4 une volumineuse plaie de la 
région sacrée). Paris chirurg., 1918, x, 74. 


A soldier showed a large transverse bullet wound 
of both gluteal regions involving sacrum and 
coccyx, both bones being fractured. There was 
gangrene of the soft parts. 

About three months after injury it was found 
necessary to resect all the posterior wall of the 
sacrum as far as the third sacral vertebra for sacral 
osteitis following the lodging of the bullet within 
the sacral canal at the level of the third vertebra. 
The projectile was extracted. The gravity of these 
wounds is well known. They usually result in a 
chronic meningeal infection which terminates in 
death. Operations in this region must be done with 
great prudence, the nerves of the cauda equina and 
the meninges usually descending as far as the third 
sacral vertebra; and the vesical, anal, and genital 
nerves originating from the third and fourth sacral 
pairs forming, with the great sacral sympathetic, 
the hypogastric plexus. 

This patient showed no sphincter troubles either 
after his wound or after operation. The only 
postoperative trouble was a fistula which persisted 
some months. W. A. BRENNAN. 


NERVOUS SYSTEM 


cases of organic disease the plantar reflex is lost and 
the achillis obtained. 

‘The spinal reflex arc, which must be intact if the 
plantar reflex is obtained, is situated in the first and 
second sacral segments of the spinal cord. Just above 
this, i. e., the fourth and fifth lumbar, is the arc on 
which the tendo achillis depends. If the plantar re- 
flexes are lost in organic disease, usually by extension 
of the lesion, the tendo achillis reflexes are also lost; 
but in functional disease the tendo achillis reflexes 
are always obtained. Hence the value of always 
testing the achillis reflex where plantar reflex is lost. 

The achillis reflex is of special value also because 
it is very often lost in many cases of organic disease 
before the knee jerk reflex is lost, as in peripheral 
neuritis (diabetic, alcoholic, etc.) ‘and at the onset 
of tabes. In testing this reflex, if the patient is para- 
lyzed in bed, he should be turned on his side; if pos- 
sible he should kneel on a chair with the feet hanging 
down over the edge and the calf muscles relaxed. 


| | 
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The other sign especially mentioned is the vi- 
brating sensation which may be tested by a large 
vibrating tuning fork, the foot of which is placed on 
a subcutaneous bony prominence, such as the malle- 
oli, the inner surface of the tibia, the styloid process 
of the ulna, etc. A few control observations are de- 
sirable to see if the patient clearly recognizes the 
nature of the sensation. In testing the sensations it 
is well to test the touch sense first and the vibrating 
sense last. 

In the first few days of any form of sensory disturb- 
ance, the vibrating sensation may be the only ob- 
jective sign of sensory affection. In certain cases of 
paralysis of the legs, touch, pain, and temperature 
sense are felt, but repeated examinations of the vi- 
bration sensation reveals this sense lost. In such 
cases functional affections, i. e., hysteria and mal- 
ingering, may be excluded. 

In the author’s experience when the diagnosis has 
been especially difficult or the symptoms slight and 
indefinite, the three indications of organic disease 
which he has found of the greatest service have been 
the Babinski or Oppenheim reflex and the loss of the 
vibrating sensation while other forms of sensation 
are unaffected. P. W. Sweet. 


Kennedy, R.: Some Notes on Operative Procedure 
in Nerve Injuries. Brit. J. Surg., 1918, vi, 317. 

Kennedy thinks that nerve regeneration, what- 
ever its nature, finds without doubt the greatest 
bar to its successful accomplishment in the develop- 
ment of the fibroblasts into fibrous tissue. This not 
only has an antagonistic effect on the process of 
regeneration, but a destroying effect after that 
process is accomplished. In operative work, there- 
fore, everything which tends to produce scar 
formation militates against success. 

A septic technique of a high standard is essential 
if good results are to be expected. The amount of 
sterilization to be done should be as little as pos- 
sible so as to reduce the amount of reaction to a 
minimum. All manipulation of the nerve through- 
out the operation should be the gentlest. Knives 
should be as sharp as possible, and all nerve slicing 
should be done with a fresh knife, the slicing being 
performed with a gentle sawing movement so that 
the fibers sustain as little damage as _ possible. 
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It is desirable to use a tourniquet so that the pro- 
cedure shall be bloodless. The application of forceps 
and ligatures considerably irritates the parts in 
which the newly sutured nerve is to lie. Before 
the suture is completed, if there is any chance of 
damage having been done to a vessel of any size, 
the tourniquet may be removed, the vessel ligated 
if necessary, and then the nerve operation com- 
pleted and the wound closed; but in the absence of 
such an exceptional circumstance it is better to 
close the wound, apply the dressing firmly, and then 
remove the tourniquet. Any blood that comes from 
the capillaries escapes intd the dressings and does 
no harm, and it is rare that enough appears to 
more than stain the innermost dressings. 

W. A. BRENNAN. 


worthy, M.: General Principles of Splin 

or Paralysis from Nerve Injuries; S 

—- of These Principles in Median and 
Nerve Paralyses. Am. J. Orthop. Surg., 

1918, xvi, 445 

This paper deals with the general principles in- 
volved in splinting cases of paralysis resulting from 
nerve injuries, and also the special application of 
these principles in median and ulnar nerve paralysis. 

The general principles are outlined as follows: 

1. Every case of paralysis from nerve injury 
should have an appropriate splint applied. 

2. The splint should be applied continuously 
from the time of the reception of the nerve injury 
causing the paralysis to the time of the disappear- 
ance of the paralysis, and should fulfill the following 
principles: (a) prevent overstretching of the para- 
lyzed muscles, which may be caused by gravity or 
contract‘on of the opposing muscles; (b) prevent 
deformity, which may be the result of contractures 
of the opposing muscles or other soft tissues; (c) 
allow harmless movement of the part and allow for 
treatment without removal of the splint; (d) it 
should not interfere with the circulation. 

The author prefers metal splints for cases with 
wounds needing dressings, in most other cases splints 
made from plaster-of-Paris bandages, which are 
moulded on the part and therefore fit perfectly and 
at the same time are light and durable and very effi- 
cient. R. B. Corretp, 


MISCELLANEOUS 


CLINICAL ENTITIES—TUMORS, ULCERS, 
ABSCESSES, ETC. 

Rohdenburg, G. L.: Fluctuations in the Growth 
Energy of Malignant Tumors in Man, with 
Especial Reference to Spontaneous Recession. 
J. Cancer Research, 1918, iii, 193. 

A study was made of the statistics of this subject 
as presented in the literature, and the results are 
presented in the form of a table, which is very interes- 
ting to the student of this question. 


If all the cases are considered collectively, without 
regard to the probable accuracy of the various re- 
ports, it will be noted that malignant epithelial 
tumors are present in the largest number, with 
malignant connective-tissue tumors second in the 
order of frequency. The causes of recession as given 
by the various authors, or as determined by the 
history of the case, show an almost equal number 
following incomplete operation and heat. Whether 
this heat be the result of some general acute infection 
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such as erysipelas, tuberculosis, or pneumonia, or 
whether it be applied from external sources, has not 
been considered from the statistical standpoint. 
The chief lesson learned from the summary of these 
cases is that occasionally, perhaps with greater 
frequency than is ordinarily imagined, a malignant 
tumor will spontaneously recede. ‘That such a 
regression does ever occur suggests that there may be 
found some method of bringing it about at will, even 
though this cannot be accomplished at the present 
time. 

The occurrence of partial or complete spontaneous 
recession should make one very critical in judging 
new therapeutic procedures, that they may not be 
falsely credited with the results produced by force 
of nature of which experimentors are for the present 
entirely ignorant. Max Kaun. 


Sutton, G. E.: Pulmonary Fat Embolism and Its 
Relation to Traumatic Shock. Brit. M. J., 
1918, ii, 368. 

The author has been struck by the similarity which 
is presented by many patients with so-called war 
shock to cases of pulmonary fat embolism. The 
symptoms shown by the wounded are: cyanosis; 
pulse small, compressible, and with increased 
frequency; breathing increased and rapid; cold 
extremities; and delirium. Such patients do not 
respond to resuscitation measures and soon die. 
Postmortem examination invariably shows pul- 
monary fat emboli. 

The author’s experience leads him to conclude that 
ro per cent at least of battle casualties ending 
fatally have pulmonary fat emboli demonstrable by 
gross methods. Such cases are those of compound 
fracture of the long bones; fractures of the skull 
or ribs; wounds involving the fatty tissues and 
penetrating abdominal wounds with liver laceration. 
Pulmonary fat embolism shows all the symptoms 
necessary for acidosis; the physical and chemical 
properties of lipamic blood are such that acidosis 
cannot be avoided; there is a tremendous increase of 
blood viscosity, high venous pressure, slowing of the 
flow and deficient blood aeration. Fat is usually 
found disseminated in the other body tissues. The 
cause of death in such cases appears to be clearly 
acidosis. W. A. BRENNAN. 


Mann, F. C.: Further Experimental Study of 
Surgical Shock. J. Am. M. Ass., 1918, \xx , 1184 


The author states the term “shock” is used by 
the surgeon in describing a definite clinical condi- 
tion; it is probably due to a number of causes. In 
general, however, all cases may be included in two 
groups. One group contains the cases in which the 
clinical manifestation follows some time after the 
occurrence of the conditions incident to the shock. 
The other group includes the cases in which a severe 
or fatal condition supervenes immediately on receipt 
of the active agent. Experimentally, either condi- 
tion can be produced by few of the methods which 
may be compared to their clinical manifestations. 
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Chief of the methods by means of which a condi- 
tion simulating the cases included in the first group 
can be produced experimentally is exposure of the 
abdominal viscera. The symptoms thus produced 
are due to a loss of circulatory fluid, probably due 
to, or associated with, a failure of the mechanism 
to control fluid volume. The signs of shock may be 
produced by the loss of an amount of circulating 
fluid that can be sequestered into capillary beds of 
venous trunks of the four limbs. 

The part the nervous system plays in the cause of 
shock is undetermined. It cannot be proved beyond 
doubt, experimentally, that shock is an etiologic 
factor, although clinically it seems to be definitely 
established that it is responsible for death in some 
cases, and in such cases it will probably be found to 
to be of the nature of inhibition. This group might 
include a large number of the cases contained in 
the second group. ; 

Experimentally, sudden death has been found to 
occur under deep etherization following stimulation 
of the nerves that inhibit respiration. It has also 
been produced under light etherization by the 
stimulation of nerves that produced an associated 
reflex inhibition of the heart. Either of these results 
may also occur clinically and the cause of death be 
described by the surgeon as shock. In the treatment 
of shock, experiments have not shown that the em- 
ployment of drugs, either as stimulants or as vaso- 
constrictors, possesses very much value. 

The logical procedure, at least from the experi- 
mental standpoint, in the cases included in Group 
1, would seem to be to attempt to replace the lost 
fluid. The best means of doing this is by the 
intravenous injection of large amounts of whole 
blood or blood serum. Some of the artificial solu- 
tions give good results. The ideal artificial fluid 
should ,be one which contains: (a) some substance 
to increase colloidal properties; (b) alkaline salt; and 
(c) glucose. 


BLOOD 


Bayliss, W. M.: Acidosis and Hydrogen-Ion Con- 
centration. Brit. M.J., 1918, ii, 375. 


The author presents a very interesting and logical 
criticism of the current theories of so-called ‘“acido- 
sis” or ‘‘acidamia.” 

His conclusions are as follows: ‘Decrease of 
bicarbonate in the blood is not of importance in 
itself, and the only practical value of determination 
of its degree, whether by Van Slyke’s or by Wright’s 
method, is to indicate deficient oxidation in the 
tissues. It shows the necessity to improve the blood 
flow, and recent experience seems to indicate that 
what is needed is only a solution which will per- 
manently increase the volume of the blood; there 
is a reserve of hemoglobin, unless the loss of blood 
has been exceptionally great. The important pract- 
ical problem of- when transfusion of blood is re- 
quired, and when gum alone suffices, is still under 
discussion.” Max Kaan. 
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Hunt, V. C.: Reaction Following Blood Trans- 
fusion by the Sodium Citrate Method. Texas 
St. J. Med., 1918, xiv, 192. 

This article is a résumé of the technique and re- 
actions following the use of blood transfusion by the 
citrate method as used at the Mayo Clinic. In a 
series of 726 transfusions performed on a total 
number of 301 patients, the indications for blood 
transfusion were as follows: (1) to replace blood 
lost; (2) to stimulate the hematopoietic organs; 
(3) to add a thromboplastic substance in those 
cases with prolonged coagulation. 

Frank post-transfusion reaction characterized 
by chill and fever, nausea and vomiting, urticaria and 
severe headache occurrred in 18.7 per cent. The 
percentage of reactions in the pernicious anaemia 
cases was 23.3 per cent as compared with 14.8 per 
cent in conditions other than pernicious anemia. 
In no case was there any evidence of hemolysis. 

There were seven instances in which through some 
error in grouping a wrong donor was used. Severe 
reaction occurred on the table in each of these when 
less than 150 ccm. had been transfused. The 
symptoms of pain in the chest, marked dyspneea, 
pain in the back, cyanosis, oedema of the face and 
eyelids, flushing of the skin, and often urticarial 
spots appeared very suddenly. In two of these 
cases the symptoms were not properly interpreted as 
danger signals and 500 ccm. were transfused; one of 
these patients became comatose and died thirty 
hours later and the other died within two hours. The 
remaining cases in whom less than 150 ccm. of 
blood were transfused all recovered. 

The author discusses the various theories as to the 
case of post-transfusion reaction with the conclusion 
that present knowledge does not permit one to 
assign a definite reason for such reaction. The cases 
with pernicious anemia were as a group in a poorer 
general condition han the other group and showed 
an 8.5 per cent higher incidence of reaction. These 
patients in subsequent transfusions showed a steadi- 
ly decreasing incidence of reaction until only 7.5 
per cent of those who showed reaction to the first 
transfusion showed any reaction with the fifth. 

In respect to donors it does not appear that some 
are more capable than others of producing reaction. 
The author does not believe that the citrate method 
is attended by a higher percentage of reaction than 
the old blood method. In 60 per cent of the trans- 
fusions for pernicious anemia in which reaction 
occurred, there was marked improvement in the 
blood picture in spite of the reaction. The remaining 
40 per cent showed poor response, which is also 
seen at times in the absence of any reaction. 

Evus FIscHer. 


POISONS 


Martin, W.: The Physical Factors Influencing In- 
fection. Ann. Surg., Phila., 1918, lxviii, 436. 


During the war the whole subject of infection has 
been studied under special conditions. All injuries 
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by artillery projectiles. rifle and machine gun 
bullets at close range are heavily infected. If left to 
themselves they regularly develop infection of a type 
and severity rarely met with in civil practice. 

The gravity of infection is regulated by a number 
of mechanical conditions which are realized anatomi- 
cally in certain wounds and not in others: (1) press- 
ure at the focus of infection or point of initial lodg- 
ment; (2) foreign bodies; (3) devitalized and necrotic 
tissues; (4) dead spaces. 

Open wounds are difficult to infect, whereas 
irregular wounds, punctures or lacerations are prone 
to infection. 

Foreign bodies act unfavorably on the vitality of 
surrounding cells, acting both as mechanical and 
chemical irritants. If infection is established about 
a foreign body, it has an extraordinary tendency to 
persist until the foreign body is removed. Therefore, 
foreign bodies are most important factors in implant- 
ing infection and in causing it to persist. 

After every injury there is a phase of cellular shock 
which bears a direct relation to the degree of the 
initial violence. In every injury-there is also cellular 
death, and the amount of necrosis is proportionate to 
the degree of violence. Certain organisms like the 
tetanus bacillus and the group of anaerobic bacilli 
which produce gas gangrene are in a measure 
saprophytic, meaning that they do not gain foothold 
in the tissue and multiply unless there is a certain 
amount of necrotic tissue. Moreover, certain forms 
like the bacillus aerogenes capsulatus need a special 
type of necrotic tissue, this bacillus flourishing only 
in dead muscle. 

The mechanical removal of all necrotic tissue from 
a contaminated wound prevents gas gangrene, and 
this has been practiced with considerable success in 
the war. In every wound necrotic tissue must be 
disintegrated and eliminated before healing can 
occur. 

The essential factors both in the prevention of the 
initial lodgment of bacteria and their persistence in 
the tissue are relief of tissue tension and pressure 
from without; mechanical elimination of necrotic 
and devitalized tissue; removal of foreign bodies; 
avoidance of stagnant fluids in dead spaces, and the 
obliteration of uncollapsible cavities. The experi- 
ence of the present war has added much to the knowl- 
edge of dealing with infections. G. W. Hocnrein. 


HOSPITAL, MEDICOLEGAL, AND MEDICAL 
EDUCATION 
Allabin, C. M.: An English Orthopedic Hospital. 
Mil. Surgeon, 1918, xliii, 200. 

The Pilkington special hospital is probably the 
most fully equipped and up-to-date hospital in Eng- 
land. By a carefully arranged time table nearly 
1,000 patients can be treated daily, no more patients 
being admitted than can be treated. 

On admission patients are thoroughly examined 
for sensations, electrical reactions, a careful history 
recorded, and measurements taken of deformities. 
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Most patients are subjected to physiotherapeusis the 
following day. 

The surgical department contains an operating 
room equipped with special orthopedic fixtures and 
instruments. The most common operations are neu- 
rolysis, nerve suture and transplantation, removal 
of sequestra, bone transplantation and fixation, and 
removal of foreign bodies. All except bed cases are 
dressed in a modern surgical ward which also con- 
tains an ozone generator for the treatment of septic 
wounds. The X-ray department has the very best 
apparatus obtainable and is used mainly for diagno- 
sis, radiographic and fluoroscopic. One large room, 
divided into four compartments containing beds, is 
devoted to electrotherapy and massage. To each 
bed is assigned a graduate masseuse and a complete 
electrical equipment. The electrical treatment con- 
sists of galvanism, faradism, and ionization. Forty- 
eight patients are treated every half-hour. 

The entire ground floor of a new addition is de- 
voted to hydrotherapy and thermotherapy. There 
are two large pools for general hot and cold water 
baths, and in addition six large specially designed 
arm baths, two smaller ones, one whirlpool arm bath, 
and twelve whirlpool leg baths,‘all supplied with com- 
pressed air, the bubbles with the swirling water gen- 
tly stimulates the skin and induces hyperemia. 
Trench feet are treated with two contrast baths, one 
hot and one cold, side by side, the feet being changed 
from one to the other every five minutes. 

The mechanotherapy department occupies a large 
room and contains seventy pieces of apparatus. 
Twenty of these are multiarticular, used mostly for 
fingers, wrists, and ankles. The movements brought 
into play are extensions, torsiflexion, and flexion. 
The remaining fifty machines are to elicit partial 
movements of certain joints. 

Physical training based on local remedial training 
together with Swedish and general exercises is used 
to build up the patients’ general physique. Flat- 
feet are also treated by remedial exercises. Plaster- 


of-Paris splints and casts are used extensively in 
treatment and also for educational purposes. 

The curative workshop is divided into several de- 
partments, the chief being elementary carpentry 
and wood turning, special tools being constructed to 
fit deformed hands. Fretwork, drawing, painting, 
and clay throwing are also taught, causing co-ordina- 
tion of injured hands and feet and favoring increased 
usefulness of those disabled members. 

During the season a considerable amount of gar- 
den truck is produced. In cases of right-handed 
injury the patients are taught left-handed or mirror 
writing. For recreation there is a large room con- 
taining a piano with playing attachments, games of 
different kinds, and billiard tables. Football and 
hockey have been organized. A small nearby lake 
provides rowing and fishing facilities. Good library 
facilities are also present. 

Treatment in this hospital has been of a gentle and 
painless nature, and the hospital records show steady 
and gradual improvement. Cases treated were large- 
ly those having already received the maximum treat- 
ment of the ordinary hospital. Many of the dis- 
charged patients returned to service and others have 
recovered sufficiently to take up civil positions, in 
many instances better positions than those held 
before the war. 

The types of cases treated were as follows, based 
upon one year’s report taken from the records of 
the patients: lesions of the brachial plexus, 9 per 
cent; median nerve, 13 per cent; ulnar nerve, 12 per 
cent; musculospiral nerve, 10 per cent; sciatic nerve, 
Q per cent; external popliteal nerve, 4 per cent; 
posterior tibial nerve, 4 per cent; compound fracture 
with adhesions, 15 per cent; compound fracture with 
malunion, 7 per cent; compound fracture with nerve 
injury, 14 per cent; periarticular adhesions, knee, 
elbow, etc., 13 per cent; internal derangement of 
knee, 3 per cent; trench and flat-feet, etc., 4 per 
cent; amputations, 2 per cent; cerebral wounds with 
paralysis, 2 per cent. H. H. Frerzicu. 
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GYNECOLOGY 


UTERUS 


Iribarne, J.: Corrective Treatment of Congenital 
Cervical Stenosis and Uterine Anteflexion with 
the Iribarne Apparatus (Tratamiento corrector 
de la estenosis de cuello y anteflexion de ttero 
congénitas, con el tallo Iribarne). Rev. argent. de 
obst. y ginec., Buenos Aires, 1918, ii, 293. 

The author’s method of treating congenital 
stenosis of the cervix uteri with uterine anteflexion 
was first described two years ago, but he was not 
then in a position to give any clinical results. He 
now reports the findings in 16 cases in which he has 
applied his method. 

Iribarne makes a prior bilateral incision of the 
cervix under local novocaine anesthesia. The 
section is made deep toward the cervico-uterine 
canal in order to give a good internal orifice. A 
special apparatus consisting of a stem and two wings 
made of silver is then introduced without trouble; 
the wings maintain the cervical walls in the cor- 
rected position during cicatrization. The degree of 
separation of the wings can be altered as desired. 
‘The apparatus or dilator is fixed in position by means 
of special sutures which the author describes and 
illustrates. They pass through the wings and the 
cervical wall. After fixation, the vagina is packed 
with iodoform gauze. 

The apparatus is left in position for a time vary- 
ing with the case. Vaginal lavage is carried out 
daily and the patient is usually up by the fifth or 
sixth day. As a rule, about eight days of treatment 
with the apparatus is required. 

The author’s method of previous incision of the 
cervix was originally done from the point of view of 
treatment of stenosis alone. He found, however, 
that in cases where there was a congenital ante- 
flexion associated with the stenosis, it was corrected 
and maintained after the fixation of the apparatus. 
But in such cases the author thinks it necessary to 
prolong the duration of the apparatus in the cervical 
canal to about three or four weeks. 

Of the 16 cases treated, 14 showed stenosis and 
anteflexion with more or less inflammation; 2 
showed stenosis and retroflexion. There were 13 
clinical cures, including 1 or 2 with some dysmenor- 
rhoea persisting; the treatment was discontinued in 
I case; I case was improved, and in 1 there was no 
result. The anatomical results were satisfactory in 
all cases. W. A. BRENNAN. 


Schiller, H.: Red Degeneration of Fibroids During 
and Following Pregnancy. Am. J. Obst., N. Y., 
1918, xxviii, 519. 


The author reports the following case: 
A young woman, twenty-five years old, pregnant 
five months and up to this time in perfect health, 


suddenly experienced severe abdominal pain. She 
took the customary cathartic and hot applications 
and spent a rather poor night. In the morning her 
temperature was 1o1° F., pulse 120, the abdomen 
was distended, and the uterus as far as could be 
outlined in spite of the meteorism nearly up to 
the umbilicus. Above the left Poupart’s ligament 
could be seen and felt an oblong tumor the size of a 
lemon, extremely tender, the long axis about in the 
direction of the inguinal canal but probably some- 
what more proximal to it. The tenderness was so 
intense that the consistency of the swelling could 
not be determined with any exactness, nor could 
percussion be used. 

The patient had not passed gas nor had a stool 
since the onset of her illness sixteen hours before. 
The nearest pathologic process to consider was an 
incarcerated hernia. The white blood count was 
11,000. 

After cutting through the muscles and perito- 
neum, the tumor revealed itself as an intramuscular 
fibroid and protruded readily into the incision. The 
peritoneum and this muscular layer of the uterus, 
which seemed under some tension, were cut, the 
tumor easily enucleated and its bed sewed with 
catgut. 

There was an uneventful recovery. The pain and 
fever disappeared the first day and at term the 
woman was delivered of a seven-pound baby. The. 
specimen was 9 cm. long, 6 cm. wide. It was thick, 
dark bluish-red, and on its cut surface showed a deep 
mahogany color like a rare steak. The capsule was 
normal, also a small layer of muscle bordering on 
the capsule. Epwarp L. CornELt. 


Costobadie, H. P.: The Surgical Cure of Uterine 
Prolapse. Brit. M. J., 1918, ii, 370. 

Costobadie has nothing new to offer concerning 
the surgical cure of uterine prolapse, but discusses, 
according to his opinion, the best procedures for the 
cure of prolapse that are in use today. 

In his opinion, uterine prolapse is on the increase, 
and he gives the following reasons: (1) the great 
increase in women workers; (2) heavier kinds of 
employment for women; (3) less food, especially 
fats; (4) increase in wage, which keeps the woman 
at work longer than she is actually able and brings 
her back after illness and confinement sooner than 
heretofore. 

In the treatment cad or og the pessary is not to 
be considered; particularly is this true in the work- 
ing classes. 

In the operative treatment hysterectomy is not 
to be considered, and ventral fixation with colpor- 
rhaphy is a procedure to be employed only with the 
utmost discretion. The “American transposition” 
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operation is recommended very highly, but the 
author believes that the Fathergill operation for 
prolapse is a better procedure. 

The Fathergill operation is minutely described 
and there are several drawings which serve well to 
illustrate the text. The author has done this 
operation many times and with excellent results. 
It follows, as a matter of course, that amputation 
of the cervix precedes and perineorrhaphy follows 
this operation. 

Regarding perineorrhaphy, the author calls atten- 
tion to the very extensive and efficient plastic 
operation that is recommended by Donald, of 
Manchester, although, he states, any form of opera- 
tion upon the pelvic floor that really corrects the 
deformity answers the purpose full well. 

Carried out according to the steps as indicated by 
the author, “the results are almost invariably 
excellent, even in very stout women, and the opera- 
tion can be carried out without fear of preventing 
pregnancy or interfering with delivery.” 

Harvey B. MAtTTHEws. 


EXTERNAL GENITALIA 


Salva Mercadé: The Radical Treatment of Genital 
Prolapse in Women by Suture of the Levators 
and Urogenital Supports Above the Vagina 
(Prolapsus génitaux de la femme; cure radicale par 
la suture des réleveurs et du plancher uro-genital 
en avant du vagin). Bull. Acad de méd., Par., 1918, 
Ixxx, 169. 


Salva Mercadé’s method of treating genital 
prolapse in women by an anterior coloperineorrhaphy 
includes the classical lozenge-shaped anterior colpor- 
rhaphy with dissection and excision of the vaginal 
strip; also separation of the bladder from the uterus 
and vagina. This latter necessitates exposure of 
the posterior face of the bladder, a careful dissection 
of each side of the vagina along the whole antero- 
posterior extent and exposure of the lateral face 
of the bladder until the lateral blood-vessels are 
perceived. This gives access to the internal edge 
of the urogenital floor and internal edge of the 
levators. Four chromic catgut sutures are passed 
through the two muscles on the median line and 
thus form a veritable floor for the bladder which 
is held upward. 

The method of Salva Mercadé was referred to a 
commission of the Academy for examination and 
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report. The commission found that when prolapse 
is due to a very relaxed condition, cystocele is the 
principal difficulty, especially after operation; and 
that the effect of colporrhaphy upon this cystocele 
is indefinite. The incurability of severe cystocele 
in total prolapse gives particular interest to Mer- 
cadé’s method of suturing the levators and uro- 
genital floor above the vagina. 

His operation has given encouraging results and 
the commission considers it good in cases of total 
prolapse; it appears to be the best and most effective 
of the operations aimed against either benign or 
severe isolated cystocele. W. A. BRENNAN. 


MISCELLANEOUS 


Hinchey, F.: Vaginal Drainage in Pelvic Cases. 
J. Missouri St. M. Ass., 1918, xv, 356. 


Hinchey points out the advantage of vaginal 
drainage in the treatment of certain abdominal 
conditions. While condemning the suprapubic 
drain on account of the early adhesions forming 
around the tube, making it not only worthless but 
dangerous to the peritoneal cavity, he claims that 
the vaginal route has the advantage of following 
natural gravity, and the active outpouring of se- 
cretion prevents adhesions. 

The technique is simple, but care must be exer- 
cised by the assistant in passing the long instrument 
back of the cervix not to injure adjacent structures. 
The best form of drainage is a split rubber tube of at 
least one-half inch in diameter, the tube being 
enclosed in a rolled piece of gauze. This tube is 
usually placed about one inch above the base of the 
cul-de-sac, and its side is sewed to the edge of the 
cut or to the stump of the cervix. It extends to 
the vulva. The vagina is not packed. The tubal 
drain is passed from the abdomen and grasped by 
the forceps, passed by an assistant from the vagina. 
The vulva is covered with a moist aseptic pad, which 
is kept moist with rubber tissue. No douches are 
given at any time. By the time the catgut stitch is 
absorbed, the tube is usually expelled. The wound 
is not probed. 

In conclusion the author states that vaginal 
drainage is the safest procedure in the presence of 
infection. Postpuerperal infections should be treated 
by retroperitoneal drainage over Poupart’s ligament. 

L. R. GoLpsMITH. 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 
Two and One-Half Years’ Ex- 


of Eclampsia. JN. Y. St. J. Med., 1918, xviii, 395. 


The author reports 67 cases of eclampsia occurring 
at the Lying-In Hospital in New York City treated 
medically in convulsive toxemias. Briefly the treat- 
ment is as follows: 

The patient is placed in a quiet darkened isolation 
room, blood-pressure taken, and catheterized speci- 
men of urine examined. She is given hypodermically 
¥% grain of morphine sulphate, and then % grain 
every hour until the respirations drop to 8 per min- 
ute. The stomach is washed out, two ounces of 
castor oil being left in the stomach after the lavage, 
and a colonic irrigation of five gallons of 5 per cent 
glucose is given. Phlebotomy is done if the blood- 
pressure is over 175 svstolic. 

Practically all of the cases have delivered them- 
selves normally or have been delivered by easy 
low forceps. The gross maternal mortality was 10.4 

r cent, but one case died before treatment could 

instituted, and one died of cerebral embolus. 

Excluding these two cases, the mortality was 7.4 

per cent. The number of stillbirths was 28.5 per 

cent, practically all of these being premature or 

macerated foeti. Morphine did not seem to make any 

difference in regard to viability in the cases at term 
when the foetal heart had been heard on entrance. 
L. K. P. FARRAR. 


Brodhead, G. L.: Is Czsarean Section Justifiable 
in Eclampsia and Placenta Previa? JN. Y. 
St. J. Med., 1918, xviii, 389. 


In beginning this paper the author states his belief 
that “probably in a large percentage of cases of 
eclampsia and placenta previa abdominal section 
is unwarranted and unjustifiable. When the child 
is dead or not viable, when the patient is in active 
labor, with the cervix partially dilated, or easily 
dilatable, and when the patient cannot have the 
advantages of a well equipped hospital and the 
services of a competent surgeon, other methods of 
procedure may be not only more advisable, but 
absolutely indicated.” 

He agrees with Petersen that the operation has 
never been given a fair trial, and believes that if 
caesarean section were performed soon after the first 
eclamptic convulsion had occurred in a primipara 
at or near term with undilated cervix, both the 
maternal and foetal mortality would be lowered. 
To further statistics upon this operative procedure, 
39 reports are given of previously unpublished 
cases with a maternal mortality of 15.4 per cent and 
a foetal mortality of 5.8 per cent. 


A recent questionnaire to obstetricians elicited 48 
hitherto unpublished records of caesarean section for 
placenta previa with a maternal mortality of 
10.8 per cent for all classes of cases operated upon, 
but excluding a case operated upon in extremis and 
an eclamptic patient it was 8.3 per cent. The foetal 
mortality was 10.8 per cent, but excluding babies 
under seven months, it was only 3.2 per cent. 

The author emphasizes the importance of per- 
forming the operation early before much blood has 
been lost and before numerous vaginal examina- 
tions have been made. L. K. P. Farrar. 


Moenckeberg, C.: Angular Pregnancy (El embarazo 
angular). Rev. Asoc. méd. argent., Buenos Aires, 
1918, xxix, 69. 

The term angular is applied to that type of 
pregnancy in which the ovum develops in the 
uterine portion of the tube. 

Some authors have denied the existence of this 
variety of ovular insertion, but the author, who is 
professor of obstetrics at Santiago de Chile, con- 
siders that it does exist as a perfectly definite 
entity and distinct from extra-uterine pregnancy. 
It is therefore a uterine, not an ectopic pregnancy. 
The variety of extra-uterine pregnancy termed 
interstitial approaches that of the angular and may 
be considered as a transition form. 

Interstitial pregnancy usually ends by rupture 
of the tube; or, where the ovum is expelled into the 
uterus, abortion follows. Angular pregnancy on 
the other hand gives symptoms only during the 
first three or four months; its further development 
and termination is very similar to normal pregnancy. 

There are certain anatomical modifications pecu- 
liar to angular pregnancy. The ovum is arrested in 
its journey to its usual situation by folds or tume- 
factions in the uterine wall due to some previous 
inflammatory condition. The ovum being detained 
in the cornua, trophoblasts perforate the mucosa 
and nidation commences. The first anatomic 
modification resulting is the abnormal development 
of the cornua according as the ovum develops. 
This persists during three and one-half to four 
months, until the volume of the developing ovum is 
able to entirely fill the uterine cavity, and then the 
organ recovers its ovoid form by degrees. 

The sign of Hegar, which in a normal pregnancy 
is observed in the isthmus region and is transversal, 
is in the angular pregnancy higher up and its direc- 
tion is oblique. By palpation the corpus uteri will 
be relatively hard and separated from the lateral 
tumefaction which logically suggests an adnexial 
lesion or an extra-uterine pregnancy. A third 
anatomic peculiarity of angular pregnancy is in the 
position of the placenta. In this type of pregnancy 
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that variety of placenta is seen which Koelliker has 
termed marginal or circumvallate, in which there is 
seen a whitish thickened band or fold of membrane 
around the organ which is at times fixed by a fibrous 
lamina (the annulus fibrosus of Busch). — 

The clinical consequences observed in angular 
pregnancy are more or less acute pains in the lower 
abdomen and to one side, similar to those of extra-- 
uterine pregnancy; sometimes menstrual losses of 
blood. The author inclines to the theory that these 
latter are true metrorrhagias by partial segregation 
of an ovum, and similar in causation to the hemor- 
rhage resulting from a low situation of the placenta. 
Finally, after birth there may be incarceration of 
the placenta by contraction of the cornua in which 


it is situated, with hemorrhage. 


The author considers that angular pregnancy is 
frequently wrongly diagnosed as _ extra-uterine 
pregnancy, and he gives the following scheme as a 


differentiating guide: 


1. In angular pregnancy: (a) the tumor is bland, 
and careful palpation will show it united with the 
uterus; (b) the tumor is lateral and anterior, and 
high in position (save in cases of retroflexion); (c) 
the round ligament is outside the tumor (examined 
under anesthesia); (d) the tumor hardens during 


uterine contraction. 


2. In extra-uterine pregnancy: (a) the tumor is 
hard, resistant, or fluctuant, never bland; and it is 
separated from the uterus (except in cases of peri- 
toneal reaction); (b) the tumor is postero-inferior 
and situated in the Douglas region; (c) the round 
ligament is inside the tumor; (d) the tumor does not 
alter its consistency when the uterus contracts. 

Points ¢ and d are the most important for diag- 
nosis; but a diagnosis should not be made until 
repeated examinations have been made and all 
W. A. BRENNAN. 


other possibilities excluded. 


Cameron, G. S.: Acute Endocarditis in Pregnancy. 
Canad. M. Ass. J., 1918, viii, 891. 


The patient, a primipara aged thirty-one, gave‘a 
negative past history. She showed symptoms of 
mild influenza. The next day she had a violent chill, 
with temperature of 103 and pulse 120. Examination 
showed a normal condition of the heart and lungs; 
marked pyorrhoea was present. Urine on repeated 
examination was negative. The bowels had been 
persistently constipated. The patient was pregnant 


sixteen weeks. 


From this time on, the patient had repeated chills, 

with elevation of temperature, returning to normal. 

Blood examination showed a white count of from 

18,000 to 21,000. On the fourth day in the hospital 

the patient developed a murmur at the apex, and the 
next day murmurs were heard at the aortic and 
‘pulmonary orifices. She aborted and died three days 


later. 


| This case of primary acute endocarditis may have 
been due to one of three sources, as a result of the 
influenza, from the intestinal tract, or from pyorrhoea. 


LABOR AND ITS COMPLICATIONS 


Stephenson, H. A.: Pubiotomy. Calif. Si. J. Med., 
1918, xvi, 457- 

In this article the author suggests that cesarean 
section because of its simplicity has won favor 
among surgeons generally. Pubiotomy, while not 
a substitute for cwsarean section but a rational 
obstetrical operation, is often disregarded. It has 
much to commend it in a small field. The author 
points out three groups of cases where pubiotomy is 
preferable to cesarean section, describes the tech- 
nique of the operation, and gives the prognosis to 
both the mother and child. As this operation is 
always done in the interest of the child, it should 


never be done if the child is dead, or if it is in im- 


minent danger. If the conjugata vera is 7 cm. or 
less, or in cases where infection is manifestly present, 
it is not wise to do the operation. 

Group 1. These are certain cases of slight dis- 
proportion between the head and pelvis, in 75 per 
cent of which spontaneous labor occurs. In the 
remaining 25 per cent of cases, after the failure of 
several hours of second stage pains to bring about 
the descent of the head into the pelvis, one is con- 
fronted with the choice of pubiotomy, high forceps, 
or craniotomy. Cesarean section is contra-indicated 
on account of the danger of infection. If pubiotomy 
is chosen, it is wise to put the saw in place, then 
apply the forceps or do a version. If gentle traction 
is not successful, the bone should be sawed through, 
when extraction will be relatively easy. 

Group 2. Those cases of funnel pelvis with a bi- 
ischial diameter of 8 cm. or less. Pubiotomy is 
usually the best possible procedure. In these pelves 
normal delivery may occur with the _ bi-ischial 
diameter of 5.5 cm., but accompanied by a relatively 
long posterior sagittal diameter (the distance from 
the midpoint of the bi-ischial line to the tip of the 
sacrum). In this type of pelvis the enlargement 
following pubiotomy reaches its maximum and 
often a normal pelvis results. 

Group 3. Those cases of breech presentations 
where there is a slight disproportion between the 
pelvis and head. In a head presentation one can 
usually determine fairly accurately whether or not 
spontaneous labor will occur. In a breech presenta- 
tion, it is often impossible to detect, before it is too 
late, a disproportion between the head and the 
pelvic straits. This may result in a futile attempt to 
deliver a living child, or in craniotomy on the after- 
coming head. In such a case one should wait for 
complete dilatation of the cervix, then prepare the 
rege for breech extraction and pass the saw be- 

ind the pubic bone before attempting to extract. 
If the extraction offers no difficulty, the saw can be 
removed and the wound closed. If difficulty arises, 
the bone can be quickly severed and the child de- 
livered safely. The saw should always be passed 
first, as there is not sufficient time to do so after the 
child has already been extracted as far as the head. 

The technique of the operation is that described 
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by Doederlein in 1904. Cleanse the patient for 
operation, catheterize, and make a small incision 
parallel to and slightly above the pubic spine. If 
the incision is made too far laterally, there is danger 
of damaging the obturator or femoral vessels or the 
attachment of Poupart’s ligament; and if too far 
mesially, asymphyseotomy will result. A small bony 
segment should be left between the incision and 
the symphysis pubis. A curved needle resembling 
an aneurism needle is passed behind the opening and 
the needle pushed through the labium majus. The 
saw is attached and the needle withdrawn, leaving 
the saw in position behind the bone. 

After the bone is opened, it is wise to have an 
assistant stand on each side and make pressure from 
the hips so that the gaping does not exceed 6 cm. 
After the delivery, catheterize the bladder to de- 
termine the presence of injury. The upper in- 
cision is closed by a suture and a small drain is in- 
serted in the labium. The bone is immobilized now 
by a heavy four-inch band of adhesive encircling 
the pelvis. A Bradford frame facilitates handling 
the patient for a few days but she is usually up and 
walking by the end of the third week. 

In the hands of experienced operators the mortality 
rate is not higher than 3 per cent. A series of cases 
in 1907 showed a maternal mortality of 1.88 per 
cent and a foetal mortality of 4.8 per cent. No 
serious or lasting complications were encountered. 

It seems justifiable to conclude that: 

1. Pubiotomy competes with cesarean section 
only in a limited class of cases. 

2. Pubiotomy is often indicated in: (a) moder- 
ately contracted pelves where the test of labor fails 
to bring about spontaneous birth and when both 
mother and child are in good condition; (b) funnel 
pelves of pronounced degree, especially in young 
women; the effect on the pelvis here is often such 
as to leave the outlet normal; (c) breech presenta- 
tion with large babies or with borderline pelves. 

3. The prognosis is good for both mother and 
child when done by experienced operators in well- 
equipped hospitals and in cases where both mother 
and child are in good condition. C. D. Hotes. 
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Meyer, A. W.: Hydatiform Degeneration, with 
Deductions from over 150 New Cases. Am. J. 
Obst., N. Y., 1918, Ixxviii, 641. 


That hydatiform degeneration is incomparably 
more common in the earlier than in the later months 
of pregnancy is substantiated by the statistics cover- 
ing the material examined in the Mall collection. 
From these it is seen that, excepting cases of large 
hydatiform masses originally classed as hydatiform 
degeneration from inspection of the gross specimens 
alone, practically all the rest of the specimens are 
relatively small and young. This is true especially 
of those from tubal pregnancies, and hence it may 
be regarded as established that hydatiform degenera- 
tion is a change which is exceedingly common in the 
earlier months of pregnancy, and that it becomes 
progressively less common as the end of pregnancy 
is approached. 

The obstetrician does not see most of the cases 
of hydatiform degeneration, for they merely are re- 
ported as miscarriages and the specimens often are 
destroyed or retained unrecognized by the general 
practitioner or the midwife. They often are aborted 
spontaneously and completely with the decidua, and 
rarely are contained in a closed decidual case when 
they reach the laboratory. 

The conclusion regarding the greater incidence of 
hydatiform degeneration in the early months of 
pregnancy is conclusively confirmed by the occur- 
rence of 32 of the 48 tubal specimens within the first 
two classes of the pathologic divison of Mall, and 
104 of the 144 uterine specimens in the first. six 
classes of this division. Most of the specimens in 
these classes are composed of villi, empty chorionic 
vesicles, and embryos with a length of less than 20 
to 30mm, 

The average period since the last menstruation in 
51 of the 113 uterine specimens of this series of hydat- 
iform degenerations was 66.6 days, or two and one- 
fourth months. The average age of 36 women abort- 
ing hydatiform moles was thirty-one years. 

Epwarp L. 
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KIDNEY AND URETER 


Davis, J. E.: Two Instances of Kidney Calculi; One 
Exhibition a Sequela of Primary Carcinoma 
and the Other of Persistent Sinus Formation 
from the Ureter to the Epidermis. J. Mich. 
St. M. Soc., 1918, xvii, 387. 


The author reports two interesting cases of kidney 
calculi. 


Martin and Metz after an exhaustive review of 


the literature found but 108 cases of kidney malig- 
nancy associated with calculi. The cases reveal 
the frequency of the condition to be five times great 
in the male than in the female. 

The primary epithelial tumors of the pelvis and 
ureters were present in 26 per cent of all cases, 
_ while primary epithelial tumors of the renal paren- 
chyma associated with calculi occurred in 35.1 per 
cent of 83 cases. 

In the first case, the patient, aged forty-seven, 
reported that on August 11, 1915, for the first 
time he passed blood in the urine in small amounts, 
not accompanied by pain. This painless hematuria 
was repeated irregularly for three weeks and was 
then accompanied by some pain in the left hypo- 
chondrium which radiated into the bladder and 
testicle. On October 14 he began passing large 
quantities of blood and had to go to bed. Six days 
later the first attack of severe pain occurred and 
located in the left hypochondrium. 

The physical examination made October 22 gave 
the following record. He was very weak, cachectic, 
slight tenderness over the upper left abdomen and 
over the urinary bladder but very marked over the 
lower left abdomen. The left testicle was tender 
and swollen. The urine contained 150 pus and 200 
blood cells to the % objective and there was a small 
amount of albumin. The primary radiogram taken 
when hematuria began suggested a plugging stone 
at the ureteropelvic orifice. 

Cystoscopy showed hyperemia and some retrac- 
tion about the left ureteral meatus, and obstruction 
was encountered high in this ureter. Phthalein 
did not appear from this side in forty-five minutes. 
Pyelography showed that but little cargentos entered 
the left kidney pelvis, and two free stones were 
demonstrated by their blurred shadow. 

On November 6 a lumbar nephrectomy was per- 
formed. The kidney showed separation into two 
cavities, and longitudinal section showed a tumor 
arising from the pelvis which was found to be a 
primary alveolar carcinoma of the kidney pelvis. 
The patient made a good recovery. 

In August, 1916, an operation for left inguinal 
hernia and varicocele was done to relieve pain which 
developed in the left groin and radiated into the 


testicle. This operation did not succeed in relieving 
his pain. 

On February 25, 1917, the patient entered the 
hospital, insisting upon an exploratory operation. 
He was able at this time to walk with the aid of a 
cane but was unable to straighten his left leg with- 
out considerable pain. There was almost constant 
pain in the left lower abdominal quadrant. Palpa- 
tion showed a firm, nodular, immovable mass. 
Upon exploratory incision made three days later 
a mass as large as the patient’s fist was observed in 
the left prekidney region and extended from the 
lower border of the twelfth rib to the anterior 
superior spine of the ilium and more than filled the 
entire left kidney fossa. 

In the second week following this exploratory in- 
cision a hemorrhage equal to one pint in quantity 
occurred in the midportion of the laparotomy wound. 
On March 23 he had a severe chill and the tem- 
perature rose to 103.2°, pulse to 128, and con- 
tinued until March 27, when he died, the terminal 
picture being that of sepsis and circulatory failure. 

The blocd examination showed hemoglobin 80 
per cent; red blood corpuscles 5,720,000; white blood 
corpuscles 17,250; neutrophiles 86; large mononuc- 
lears 4. 

Postmortem showed marked bulging of the pos- 
terior left lumbar region. The left abdominal cavity 
contained a very small amount of serous fluid and a 
mass larger than the patient’s head. Its removal was 
very difficult. The tumor mass was firmly adherent 
to the posterior parietal wall and was richly en- 
capsulated in fat. The heart showed a small septic 
antemortem thrombus in the right ventricle and the 
myocardium was somewhat softened. Microscop- 
ical section of the tumor mass showed advanced 
medullary carcinoma. 

The second case was a married woman, aged 
forty-two, a para-VIII. In August, 1915, oedema of 
the right foot and leg with pain in the back ap- 
peared, with recurrences at irregular intervals for 
about one year. 

In June of 1916 a chill, fever, and pain in the 
back came on suddenly. Shortly after this time she 
entered the hospital and was operated upon July 
12 for kidney calculi and abscess. A pint or more of 
pus with numerous calculi was removed through 
the abdominal route. A second operation was done 
in September, 1916, for drainage for perinephritic 
abscess. The patient left the hospital October 3, 
1916, but returned five weeks later because of a 
recurrence of the perinephritic infection. 

At operation one-half liter of offensive pus was 
evacuated by the postlumbar route. About six 


weeks later, when the leucocyte count and general 
clinical evidence pointed to freedom from purulent 
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infection, an exploratory incision was made for the 
purpose of removing tissues causative of the re- 
peated abscess formations. It was found that there 
was no remaining kidney tissue and the tissues sur- 
rounding the end of the ureter which was patent 
showed marked cloudy swelling with some areas of 
fibrous change. Removal of the pathological tissues 
was made as thoroughly as possible and cauteriza- 
tion of the urethra was attempted. Obliteration of 
the ureter was not accomplished by catheterization, 
as was shown by catheterization a few weeks later 
and the injection of collargol through the catheter. 
The collargol was observed passing freely from the 
end of the catheter to the outer opening of the sinus 
through the epidermis in the postlumbar region. 
The patient made a prompt recovery after this last 
operation and has remained in good health to the 
present time. For a period of about eight months 
since the operation collargol or argyrol has been 
injected into the sinus about once every seven days, 
about ten to twenty ccm. being used at each injec- 
tion. TuEO. Drozpow!Tz. 


Rochet and Boulouneix: Cases of Kidney Calculus 
Observed at an Urologic Center (Les cas de 
lithiase rénale observés au centre urologique de la 
xiv région). J. d’urol., Par., 1918, vii, 225. 

Since 1915 the authors have observed 34 cases of 
kidney calculus among the soldiers received at their 
urologic center. Only 5 of them were non-infected 
cases, 2 of the ureter. Twenty of the 34 cases were 
kidney calculi, 2 involved the kidney and ureter, and 
3 the ureter alone. There were 6 cases of bilateral 
calculi and the authors consider this proportion 
rather high. 

The authcrs think that renal lithiasis is frequent 
even in young patients. The occurrence cf 34 cases 
during three years among young soldiers claims 
attention. It seems therefore that, contrary to the 
generally admitted opinion, renal lithiasis may 
often exist without symptoms; that there is some- 
times remarkable clinical latency, especially when 
it is not infected; and cnly the appearance of infec- 
ticn reveals the condition. 

The hard life in the trenches, the excessive use of 
meat, long fatiguing journeys, and jolting in heavy 
vehicles over uneven roads may have disturbed the 
calculus, causing traumatism and inflammation of the 
kidneys and subsequent infection. Many of these 
patients showed large kidney calculi which prior 
to the war had given rise to no symptoms. 

The congenital origin of many cases of renal 
lithiasis is well known. Calculi have been found in 
the newly-born and even in the foetus. All of this 
confirms the practice of radiographing the entire 
urinary tract in patients who complain of kidney 
trouble. The authors think if this were syste- 
matically done, the number of cases in which a 
calculus would be discovered as the real cause of 
the disturbance would increase. The patient would 
benefit in every way, especially younger patients in 
whom this diagnosis is not usually considered. 


Ten of the 34 cases observed came to operation. 
In every case a nephrotomy or a pyelotomy was 
done. In these cases the opened kidney was closed 
by catgut sutures without drainage, even when the 
calculus was infected. None of the patients with 
unilateral calculi died. Three of the patients oper- 
ated upon had bilateral calculi. Only one of these 
was operated on both sides. Two patients died 
three and fifteen months after operation respect- 
ively. Uramia was the main cause in one death, 
but the cause in the other case was not clear. 

W. A. BRENNAN. 


Culver, H.: Pyelonephritis. Surg. Clin. Chicago, 
1918, ii, 797. 

From a careful investigation of all the work on the 
routes of transmission of renal infection, one must 
conclude that under certain modifying conditions 
three theories still deserve recognition: 

1. Directly from the bladder by way of the lumen 
of the ureter. This method of infection being possible 
only in the presence of obstruction to the emptying 
of the bladder, or mechanical or inflammatory 
narrowing of the ureter, either condition causing the 
accumulation of urine in the kidney pelvis; in this 
connection Caulk suggests that there must be an 
incompetent ureterovesical valve associated with 
increased vesical pressure before infection can possi- 
bly occur by way of the lumen of the ureter. 

2. Sweet and Stewart concluded that the exten- 
tion of infection occurs along the lymphatics of the 
ureteral wall. This contention is based upon ex- 
perimental work in which uretero-intestinal anasto- 
moses were made with a constant production of 
renal infection. Eisendrath has been able to trace 
the course of infection from the bladder to the kid- 
neys through the lymphatics of the ureteral wall. 
This was done by making serial sections of the ureters 
and kidneys. These infections were produced by 
intravesical inoculation of various pyogenic micro- 
organisms into dogs with previous sterile urines. 
As the culture of the blood taken just before death 
was found sterile, he concluded that the ureteral 
lymphatics transmitted the infection, and suggests 
that similar lymphatic connection may carry in- 
fection from the prostate and seminal vesicles in the 
male and from the pelvic organs of the female to 
the kidneys without obstruction to the urethra or 
ureter and with an intact ureterovesical valve. 

3. The theory that renal infection for the most 
eC" is blood-borne has been made a prominent one 

the work of Cabot and Crabtree. They point 
om that such insoluble substances as fat and cinna- 
bar pass through healthy kidneys, and call attention 
to the work of Biedl and Krause, who found that 
colon and anthrax bacilli as well as staphylococci 
can pass through a normal kidney without the pro- 
duction of lesions. It has been claimed that 10 per 
cent of all pulmonary tuberculous patients pass 
tubercle bacilli in the urine even in the presence of 
apparently normal kidneys. Cabot and Crabtree 
obtained colon bacilli from blood-cultures in 40 per 
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cent of their patients suffering from acute pyelone- 
phritis. They cite instances where positive blood- 
cultures were obtained before organisms were found 
in the urine. They suggest that the chief rdéle 
of the lymphatics in the transmission of renal 
infection is to spread the infection throughout the 
kidney, once a local hematogenous focus has been 
established. These authors believe that the lymphat- 
ic connection between the bladder and kidneys is 
long and indirect, and suggest that most probably 
organisms do enter the vesical and urethral lymphat- 
ics, to be emptied into the blood-stream and then 
produce renal infection. This assertion is supported 
by the work of Thiele and Emberton. 

The recent work of David supports the old idea of 
ascending infection directly up the lumen of the 
ureter; the conclusions are based on accurate 
bacteriologic and pathologic work, and have a 
bearing in some instances on ascending infection from 
an infection in the bladder. 

The organisms most commonly found are colon 
bacilli in 50 to 90 per cent of all cases, while the 
staphylococcus comes second and is found in 10 to 20 
per cent of all cases. In a series of 116 patients 
Culver found bacillus coli in pure culture in 74 per 
cent of the patients, staphylococci in pure culture 
in 8 per cent of the patients, while 85 per cent of all 
the cases were infected with colon bacilli in pure or 
mixed infections, and 16 per cent of all cases con- 
tained staphylococci in pure or mixed infections. 
Other organisms, as the streptococcus, typhoid 
bacillus, pyocyaneus and diphtheroid bacilli, and 
leptothrix, were found, but altogether they represent 
less than 5 per cent of all the infections. 

Culver found 58.7 per cent of 116 patients had 
bilateral infections and 41.3 per cent had unilateral 
infections. Of the unilaterals, 48 per cent were on 
the left side and 52 per cent on the right side. 

Three symptoms are most commonly complained 
of, namely, chills and fever, pain in the back, and 
painful frequent urination. There are many patients 
who have none of these symptoms and yet have an 
infection not to be distinguished pathologically and 
bacteriogically from the patient complaining of 
typical symptoms. All symptoms vary in intensity 
and type, but especially is this true of pain in the 
back, which may be dull and boring over one or both 
lumbar regions, but may be acute and radiating 
along the course of the ureter, simulating renal colic. 
The temperature ranges from 105°F to normal. 

Leucocyte counts of the peripheral blood vary with 
the acuteness or chronicity of the infection, and vary 
from 40,000 per ccm. in the acute cases to normal 
counts in the renal chronic cases. 

The colon bacillus infections usually present 
marked bladder urine findings. In suspected cases 
repeated careful examinations of centrifuged speci- 
mens from the bladder will give many positive 
findings, where single examinations are negative. 
Renal infection cannot be ruled out on the finding of 
a single normal bladder specimen. 

While a majority of patients suffering from pye- 
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lonephritis have bladder symptoms and positive 
bladder cystoscopic findings, about one-third of the 
bladders associated with such infection are apparent- 
ly perfectly normal, and this in spite of the constant 
presence of septic urine. Those with moderate blad- 
der findings predominating present a loss of normal 
luster, with hyperemia about the trigone usually 
most marked about the ureteral orifice from which 
the septic urine is coming. A small percentage of 
patients present marked vesical changes character- 
ized by generalized hyperemia associated with more 
or less oedema, usually localized 

Diagnosis can often be suspected from the sym- 
toms, but can only be absolutely made on a careful 
examination of the bladder urine, followed by ureter- 
al catheterization with a study of the separate 
urines microscopically and bacteriologically. Renal 
function tests and radiography together with 
pyelography may be necessary in classifying the 
renal lesion. 

The treatment of pyelonephritis consists of several 
considerations, any or all of which may apply to an 
individual case. On the other hand, there are many 
patients to whom some of these principles do not 
apply. If the infection is found to be due to urethral 
or ureteral obstruction, it is imperative that this 
obstruction be relieved before the infection can be 
influenced. 

Equally as important as relieving local renal and 
bladder conditions is the removal of septic foci 
present elsewhere in the body. Hence attention 
must be directed toward instances of intestinal 
stasis. Tooth, tonsil, prostate, and seminal vesicle 
infection should be removed, as well as various 
infections of the uterus and its adnexa. 

The treatment should be continued in all cases 
until the infection has disappeared. This can be 
determined by repeated culture. It has been found 
that a relatively safe manner of determining this 
condition is to get two successive sterile urines from 
the infected kidney one week apart. 

Urinary antiseptics are found to have an important 
place in the treatment of these infections. Especially 
is this so of hexamethy enamin when given in suffi- 
cient dosage in the presence of acid urine. It is best 
to start with 1o grain doses, three times a day, and 
within a few days increase the dose to 15 grains, 
further increase depending upon the tolerance of the 
patient. Certain intolerant patients are found who 
cannot take this drug in sufficient dosage to be of 
any value. To these salol has given benefit. 

For colon bacillus infections hexamethylenamin 
is given for a week, alternating with sodium bicar- 
bonate in dram doses or sodium citrate in 15 grain 
doses until the urine is distinctly alkaline for a week 
and large quantities of water seem to give the desired 
results. 

Renal pelvis irrigation and drainage by ureteral 
catheterization are indicated in appropriate cases. 
For this purpose one per cent silver nitrate has given 
good results, and this drug may be used up to 5 per 
cent. DrozpowrTz. 
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MacNider, W. de B.: A Study of the Efficiency of an 
Alkali to Protect the Naturally 
Kidney Against the Toxic Effect Anzs- 
thetic. J. Exp. Med., 1918, xxviii, 517. 


In the present investigation, which was concerned 
with a study of the acid-base equilibrium of the 
blood in naturally nephropathic animals during the 
course of an anesthesia and also with the functional 
capacity of the kidneys of these animals, there was 
shown to be a relation between the depletion of the 
blood of its alkali reserve with the functional 
response of the kidney to various diuretic sub- 
stances and to the development of an anuria. 

In two recent papers which were concerned with 
the acute nephropathy induced in the dog by 
uranium, the author has been able to show not only 
an association between the degree of kidney injury 
and the severity of the acid intoxication induced by 
this metal, but also that the intravenous use of an 
alkali in these animals would protect the kidney 
against the toxic effect of uranium and increase the 
efficiency of various diuretic substances. 

In the present study, an investigation is made of 
the ability of an alkali to protect the naturally 
nephropathic kidney against Grehant’s anesthetic 
and to ascertain whether or not a sufficient degree 
of protection is obtained to enable the kidney to 
retain its responsiveness to diuretic solutions. 

Twenty-eight naturally nephropathic animals were 
used in the investigation. Ten were used as controls, 
while the remaining 18 were given an alkaline solu- 
tion and furnished the basis for the deductions 
concerning the ability of an alkali to protect the 
kidney against the toxic effect of an anesthetic. 

On the day of experiment the animals were given 
300 ccm. of water by stomach tube. Three hours 
later under local anesthesia from a 2 per cent solu- 
tion of cocaine the control animals were given 
intravenously 25 ccm. per kilo of 0.9 per cent sodium 
chloride solution, while the animals which were to 
receive the protection against the anesthetic were 
given intravenously carbonate equimolecular with 
0.9 per cent sodium chloride. The animals were 
then anesthetized by Grehant’s anesthetic in 60 
per cent strength. One hour after giving the anas- 
thetic the first observations were made on the acid- 
base equilibrium of the blood, the formation of 
urine and the response of the kidney to various 
diuretic substances. 

The histological study of the kidneys of these 
naturally nephropathic animals which received a 
solution of sodium chloride and served as control 
experiments shows changes similar in character to 
those described for the naturally nephropathic 
animals. The kidneys show a chronic glomerulo- 
nephropathy. The acute changes which have been 
induced in the kidneys by the anesthetic and which 
have been cited also with the development of an 
acid intoxication and an anuria, consist in an acute 
swelling and necrosis of the convoluted tubule 
epithelium and the deposition of large amounts of 
stainable fat in the ascending limbs of Henle’s loop. 
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The following conclusions are permissible from 
the observations on naturally nephropathic animals 
which have served as control experiments: (1) a 
0.9 per cent solution of sodium chloride given to a 
naturally nephropathic animal prior to an anesthetic 
has no effect in protecting the animal against an 
acid intoxication resulting from the anesthetic; 
(2) with a blood hydromic from such a solution, 
various diuretic substances as pituitrin, theobromine 
and a solution of urea, are ineffective as diuretics. 

A study of the animals which received a solution 
of sodium carbonate shows the effect of such solu- 
tions on the acid-base equilibrium of the blood of 
naturally nephropathic animals and the efficiency 
of the solution in protecting the kidney against the 
toxic effect of the anesthetic. These experiments 
when compared with the control animals demon- 
strate that the use of the carbonate solution con- 
ferred sufficient protection against the anesthetic 
to prevent the animals from becoming anuric 
during the development of an anesthesia. 

The histologicak examination of the kidneys of 
the animals which have been successfully protected 
against the toxic effect of the anesthetic by a solu- 
tion of sodium carbonate shows the type of chronic 
glomerular pathology which has been previously 
described. 

The kidneys of the animals which have shown an 
early protection against the anesthetic but which 
later in the experiments showed a lack of protection 
by failing to respond to diuretic solutions and by 
finally becoming anuric, have, like the. control 
animals, developed an acute swelling vacuolation 
and necrosis of the convoluted tubule epithelium, 
and have shown a large amount of fat in the ascend- 
ing limbs of Henle’s loops. 

The present investigation has shown that natur- 
ally nephropathic animals may be protected in 
varying degrees against the toxic effect of an anes- 
thetic by the use of an alkaline solution and that 
failure to protect such a kidney during an anes- 
thesia is associated with a rapid depletion of the 
blood of its alkali reserve and the development of 
an acid intoxication. This change in the acid-base 
equilibrium of the blood in these animals has in 
turn been associated with an acute swelling and 
necrosis, particularly of the convoluted tabule 
epithelium, and the development of an anuria. 
From this observation there is no evidence which 
would justify the conclusion that the increase in 
hydrogen was acting as such upon the epithelial 
element of the kidney in the cause for the acute 
swelling and necrosis of the epithelium. The 
actual way in which an increase of hydrogen leads 
to an injury of the epithelium and the mode of 
action of an alkaline solution in deferring or pre- 
venting this injury remains a problem for future 
solution. 

The author’s conclusions are as follows: 

1. A o.9 per cent solution of sodium chloride 
when given intravenously to anesthetized naturally 
nephropathic animals is not effective in preventing 
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the development of an acid intoxication and the 
associated kidney injury. 

2. A solution of sodium carbonate equimolecular 
with a 0.9 per cent solution of sodium chloride when 
given intravenously to anesthetized naturally neph- 
ropathic animals confers a variable degree of 
protection to the kidney. 

3. The degree of protection conferred by the 
alkaline solution is associated with the ability of 
the solution to maintain a normal acid-base equili- 
brium of the blood of the anesthetized animal. 

THEO. DrozpowITz. 


BLADDER, URETHRA, AND PENIS 


Judd, E. S.: Diverticula of the Bladder. 
Surg., Phila., 1918, Ixviii, 298. 

Diverticula of the bladder may be congenital, 
instances having been reported in infants and small 
children, and it would seem that in most of such 
cases there must have been some congenital defect 
in the bladder as a primary etiologic factor. It 
has been suggested that the weak points in the wall 
of the bladder may be at the site of one of the 
embryonic buds. It is possible that this embryonic 
weakening might be a factor in certain cases. In the 
experience of the author, the opening of most of the 
diverticula was not far from an ureteral meatus, 
and the greater number have a proximity to the 
ureter. The author quotes Cabot who reports an 
interesting case in which bilateral diverticula were 
interfering with both ureters. In one of these cases 
the ureter emptied into the sac of the diverticulum 
and it was necessary to divide the ureter and reim- 
plant it into the new opening in the bladders. Inthe 
several other cases in which the ureteral opening 
was marginal, the adjoining mucous membrane was 
turned into the bladder closure, the meatus being 
preserved. A suggestion is made to employ this 
method whenever possible. 

There are two distinct types, one in which the 
diverticulum is associated with an enlargement of 
the prostate and which has led some observers to 
believe that it is the result of the obstruction from 
the prostate; the other type occurs in much younger 
men in whom there is no evidence of obstruction 
from any cause. The latter patients will frequently 
have more residual urine than those with an en- 
larged prostate and a diverticulum. The consensus 
of opinion seems to be that a congenital deformity 
or lack of development is a factor in all of these 
cases. 

Many cases have been cited to show that obstruc- 
tion is not a factor in the causation of diverticula. 
It has been demonstrated repeatedly that in case 
there is an obstructing enlargement in the prostate 
associated with diverticulum of the bladder, the 
removal of the obstruction will not relieve the 
situation, and furthermore, the removal of the 
prostate and diverticulum will completely relieve all 
symptoms. This point is emphasized particularly 
because many of the patients with prostatic trouble, 
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who continue to have so-called cystitis and residua 
urine after the obstruction has been removed, are 
in reality suffering from diverticula, and if a careful 
examination is made for a diverticulum at the time 
of prostatectomy in such cases, this error will be 
avoided. 

Diverticulum of the bladder occurs almost 
exclusively in the male; very few cases have been 
reported in the female. The characteristic feature 
of the clinical syndrome is a feeling that the bladder 
is not emptying. This comes on almost immediately 
after voiding, with the ability to repeat the act of 
voiding and the second time to pass a considerable 
amount of urine. Frequency and burning with 
difficulty of urination were present in most of the 
cases. It is almost a pathognomonic sign of the 
existance of a diverticulum to have a considerable 
amount of urine thick with pus escape from the 
catheter just at the time the bladder was supposed 
to be entirely clean. 

While the diagnosis is suggested by the clinical 
features, the accurate determination of the con- 
dition rests with the cystoscopic examination and 
the employment of the leaded catheter and X-ray 
or by the making of a cystogram which is of great 
value in any doubtful case. In other instances the 
opening of the diverticulum into the bladder is very 
small and difficult to see, but the colloidal silver 
solution will readily pass into it. The diverticulum 
can be seen when the roentgenogram is made. The 
present report is based on a group of 44 patients 
operated upon between 1908 and 1918. All of the 
patients were males, varying in age from eighteen 
to seventy-three years. 

In reviewing the literature and the records at the 
Mayo Clinic, it stands out clearly that palliative 
treatment and any other form of treatment other 
than excision of the diverticular sac has not given 
good results. Something can be accomplished by 
preliminary washing the bladder and by employing 
methods to stimulate renal function in cases in 
which it seems necessary. Those who have had 
most experience with these cases are unanimous in 
the feeling that the proper treatment for any of 
these diverticula is complete excision of the sac, 
and that any treatment less radical will not be 
satisfactory. The experience of the author bears 
this out. 

The operation consists in first making a good-sized 
opening into the bladder through the perivesical 
space and locating the opening of the diverticulum, 
after all the pus and mucus has been cleared away. 
The prevesical tissue should be protected against 
infection in every way possible. Ingenious methods 
have been devised for filling the diverticulum with 
an air-filled rubber bag (Lerche) and also for filling 
the sac with gauze which is packed into the sac 
beforehand to facilitate its removal. Such devices 
seem to help considerably. Whenever possible 
the author prefers to pass one or two fingers into 
the diverticulum and then make the dissection 
through the prevesical tissues down to the sac, 
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which is also being lifted out by the fingers within 
it. After the sac has been completely freed from the 
surrounding fatty tissue, the neck is severed, the 
opening in the bladder is closed, and a drain is 
placed in the prevesical space which the sac oc- 
cupied. The suprapubic opening in the bladder is 
closed, with the exception of the place for the 
drainage tube. 

Summarizing, briefly, it may be said that diver- 
ticulum of the bladder is much more common than 
has been realized and that the condition is perfectly 
amenable to surgical treatment. 

For diagramatic sketches of diverticula and their 
operation the reader is referred to the original 
article. TueEo. Drozpowitz. 


Schmidt, L. E.: Technical Errors in the Operative 
Treatment of Urethral Stricture. Surg. Clin. 
Chicago, 1918, ii, 815. 

Frequently unsatisfactory results are obtained 
in the operative treatment of urethral stricture 
through failure to carefully split the entire urethra 
in the stricture area and failure to remove the chronic 
inflammatory tissue which is surrounding these por- 
tions. 

It is necessary to follow the urethral mucosa. If 
at all possible, the upper wall of the urethral mucosa 
should remain intact, no matter how much of the 
urethral wall it is necessary to remove. Then 
when the catheter is placed correctly, it remains 
at least in contact with the urethral mucosa the 
entire distance from bladder to the external urethral 
orifice. 

Another reason for unsatisfactory results in this 
line of work is- the use of such instruments as the 
Guiteras guide and others of this type. These 
instruments have a groove on the upper surface so 
that they can be used as grooved directors. If the 
instrument has been plunged into the bladder and 
the withdrawal of the mandrin permits the urine 
to escape, the operator believes that he has entered 
the bladder through the urethra, but the instru- 
ment is plunged through the prostate and often- 
times even into the bladder at a point above or 
below the internal urethral orifice. Then the little 
groove is used to direct the scalpel and the incision 
is made sufficiently large for the introduction of a 
catheter. Of course a perineal drain can also be 
introduced at the same time. 

In these cases it is necessary to re-operate, cor- 
rect the false passage, and also to remove the 
inflammatory mass, as well as to find the centripetal 
end, and to obtain a continuous mucosa if this is 
possible. 

Another cause of unsatisfactory results has been 
that the operator has permitted the retrostrictural 
pouch to persist and this will cause dribbling at the 
end of the urinary act. This error can be avoided by 
excision of the lower portion of the sac, sufficient 
mucosa remaining to bring the edges together over 
the catheter which has been introduced into the 
bladder. TueEo. Drozpow!rz. 
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Cathelin, F.: Classification of the Disturbances of 
Sphincteric Control Resulting from Wounds 
and Contusions of the Lumbosacral Region. 
J. Urol., 1918, ii, 329. 

Cathelin’s report is based on 65 cases and is con- 
fined to lumborenal concussions and contusions, all 
of them caused by missiles of war, with or without 
disturbance of sphincteric control. 

Disturbances of sphincteric control (retention or 
incontinence) due to war wounds are quite frequent 
and their correct interpretation is difficult because 
of the great variety of symptoms which obscures 
the similarity of cause. Nevertheless these two 
phenomena, so clinically dissimilar, i.e., incon- 
tinence and retention, are physiologically speaking 
in the same class and clinically they appear succes- 
sively or alternately in a given individual. They 
usually result from lumbar or sacral concussion and 
from wounds of the pelvis or of the adjacent regions; 
although incontinence may be primary and reten- 
tion secondary, the opposite (primary retention and 
secondary incontinence) is the usual condition. 

Occasionally the appearance of disturbance of 
sphincteric control is delayed. The anal sphincter is 
sometimes involved, but less often and less gravely 
than that of the bladder. Disturbance of the sexual 
function may show itself in the form of priapism but 
oftener as impotence. Concussion or contusion of 
the cerebrospinal tract causes symptoms that are 
essentially transitory, amenable to treatment and to 
permanent cure as contrasted with the symptoms 
resulting from actual wounds of the central nervous 
system. Disturbance of sphincteric control is the 
most persistent symptom and is one of the dominant 
signs of this condition. 

It is extremely difficult, if not impossible, always 
to classify the symptoms anatomically according 
to the segments of the spinal cord involved. In 
order to distinguish accurately the segment or 
segments, the injury of which has occasioned in- 
continence or retention of urine, it is necessary to 
follow a definite diagnostic plan. The author sug- 
gests this new classification: 

1. Lumborenal and sacral concussion with or 
without hematuria, with or without disturbance 
of sphincteric control, but without external wound: 
(a) lumbar concussion without sphincteric dis- 
turbance characterized by pain in the spine; (0) 
lumbar concussion with sphincteric disturbance 
and with or without other motor disturbances; 
(c) lumborenal concussion with hematuria and with 
or without sphincteric disturbance, and with (rare) 
or without lumbar contusion; (d) sacral and pelvic 
concussion with vesical or urethral bleeding and 
with or without sphincteric disturbance (concussion 
of the bladder). 

2. Sphincteric disturbance with lumbosacral 
or pelvic wound and with or without temporary or 
prolonged paraplegia: (a) sphincteric disturbance 
due to lumbosacral wound but without prolonged 
paraplegia; (b) sphincteric disturbance with lumbo- 
sacral wound and prolonged or permanent para- 
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plegia; (c) sphincteric disturbance with wound or 
foreign body proximate to the lumbosacral region; 
(d) associated disturbance of the sphincters of the 
rectum and bladder after pelvic wounds; (e) sphinc- 
teric disturbance due to cerebral trauma. 

As to prognosis, the author states that all he can 
affirm is that the hematuria and paralysis usually 
disappear rapidly, while the lumbar pain and the 
sphincteric disturbance may be more persistent. 

The curious feature of these injuries is the lack 
of association noted between disturbance of the 
vesical sphincter and that of the anal sphincter. 
Five cases had fecal retention, while three had 
fecal incontinence, yet there is only a few milli- 
meters between the spinal centers presiding over 
the action of these two sphincters. 

The treatment is often inefficient. For the lumbar 
pain, rest and hot compresses; for the hematuria, 
Lechelle water, rest and hexamethylenamine; for 
the false incontinence, epidural injections. Should 
the incontinence be due to retention, the retention 
catheter; if the retention is complete, catheteriza- 
tion and nitrate of silver. Louis Gross. 


GENITAL ORGANS 


Posados, I. N.: The Etiol and Treatment of 
Testicular Neuralgias used by Adhesive 
Vaginalitis (Neuralgias testiculares y testfculo 
deferenciales por vaginalitis adhesivasu etiologfa y 
tratamiento). Semana méd., Buenos Aires, 1918, xxv, 
137- 

The author draws attention to the testicular pain 
which is clinically observed in some patients with- 
out any organic lesion being found to justify it. 
Such pains in general have been classed as irritable 
testicle or testicular neuralgia. Sometimes it is 
noticed in patients who have been operated upon for 
varicocele; but it is not proportionate to the volume 
of a varicocele, and small varicose dilatation may 
be accompanied by aggravating pains so intense 
that they have led to suicide. 

Patients subject to this affection usually have the 
history of some past venereal disease, or of an 
inflammatory process involving the genital tract 
subsequent to an infection or traumatism. 

In all these patients the pain, in the author’s 
opinion, is due to alterations in the tunica vaginalis, 
as he has been able to prove by cases operated upon 
in his clinic. The lesion which causes the testicular 
neuralgia is a fibrous thickening of the tunica 
vaginalis. Such lesions may be primary or second- 
ary following inflammations of the epididymal 
testicular tract, and they follow the intensity of 
these, varying from a simple adhesive band to types 
which constitute a true total adhesive vaginalitis. 
Between the two extremes, all types of variation 
may be observed clinically. Owing to the fibrous 
vaginalitis the serosa is usually thickened and loses 
its elasticity. The existence of such a condition is 
the cause of the affection known as testicular 
neuralgia. 
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The literature does not help much as regards this 
affection. In 1912 in the New York Medical Journal 
Bellenger and Elder reported doing an orchidec- 
tomy on a patient with intense testicular neuralgia, 
in which they observed on the extirpated testicle a 
number of adhesions involving the epididymis and 
vaginalis. They thought these adhesions might have 
been the cause of the neuralgia. The 8 cases which 
Posados now reports and gives details of, in which 
he operated, he believes fully prove the assump- 
tion of Bellenger and Elder. 

Posados explains the pathologic process of the 
adhesive vaginalitis and how the formation of new 
tissues subsequent to a chronic epididymal inflam- 
mation creates fibrous adhesive bands, the com- 
pression of which gives rise to the so-called neuralgic 

ains. 

Diagnosis is not always easy, but with some 
practice and careful attention to the symptoms it 
can be made without much difficulty. The scrotum 
is large, flaccid, and smooth unless varicocele is 
present, in which case varicose dilatations are seen. 
There may be hydrocele. simple or cystic. The 
epidymis is usually uniformly augmented in volume 
and nodules can be localized usually in the inferior 
extremity, although not absent from the head and 
body. One of the most important signs is obtained 
from studying the testicular surface. Normally it is 
absolutely smooth under the palpating finger 
throughout its whole surface, but in adhesive 
vaginalitis hard irregularities are felt, slightly 
prominent, and great sensitiveness is found all over 
the organ but more especially in the region of 
Highmore’s body and under the inferior extremities 
of the epididymis. 

Posados says that the treatment of this affection 
is surgical, with the object of destroying the ad- 
hesions which exist and freeing the testicle from the 
continuous compressive action which they exert. 
The technique which he employs is the same as 
that employed for the radical cure of hydrocele. 
It is done under local anesthesia. He drains the 
inferior part of the wound for twenty-four hours. 

The results are most satisfactory. All the pa- 
tients treated have been cured and Posados has 
never observed a recurrence. He hopes that others 
will try this procedure so as to establish a definite 
and effective method of treatment for this affection. 

W. A. BRENNAN. 


Crawford, J.: Perineal Prostatectomy. J. Jowa 
St. M. Soc., 1918, viii, 355. 


The preliminary treatment is as important as the 
operation itself. The essential thing is preliminary 
drainage which can be accomplished by an in-lying 
catheter in the urethra. The few cases that do not 
require a residual catheter can be catheterized three 
or four times a day. The phenolsulphonephthalein 
test is used as the indicator of the renal function. 

Free catharsis and plenty of sodium bicarbonate 
during this early treatment will largely prevent 
uremia and acidosis occurring after the operation. 
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It is a good rule to keep all of these cases under ob- 
servation and treatment for at least a week during 
this period. Every case is cystoscoped to determine 
the character and location of the obstruction and the 
presence of diverticulum of the bladder. . 

The author has used ether, and nitrous oxide and 
oxygen for anesthesia; he prefers nitrous oxide. 

In enucleation of the hypertrophied prostate, 
Crawford uses the technique of Young. An inverted 
V-shaped incision is made in the perineum from 
below the bulbus urethra to the inner sides of the 
ischial tuberosities. The fascia is split, and with 
the finger and the handle of a knife the perirectal 
fosse on each side are opened up. The apex of the 
incision is completed. The central tendon is cut. 
The remainder of the exposure of the prostate is 
simply a gentle dissection of the recto-urethralis 
muscle from the membranous urethra. 

The urethra is split just in front of the prostate. 
The sound in the urethra is withdrawn and the 
prostatic tractor inserted into the bladder through 
the incised urethra. 

The prostate is pulled forward and the fascia 
covering it is cut close to the urethra and carefully 
pushed backward. This brings the prostatic capsule 
well into view. Frequently the prostate can be 
brought nearly to the skin margin. 

An incision is made on each side of the presenting 
gland capsule and through these gaping incisions 
the hypertrophied lobes are enucleated.. 

Insertion of drainage tubes, packing of a tag of 
gauze in each side of the prostatic capsule, and 
closure of the incision completes the operation. 

The particular point in the method is that this is 
an extra-urethral operation, not intra-urethral. 
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The whole operation is under the guidance of the 
eye and is an exact and definite surgical procedure. 
The absence of great trauma and the slight loss of 
blood greatly lessens the occurence of shock. 

Following the operation, drainage tubes are left 
in the bladder twenty-four hours, through which 
the bladder is irrigated sufficiently to keep it free 
from clots of blood. 

At the end of twenty-four hours the tubes in the 
bladder and the gauze packing in the prostatic 
cavity are removed. The third day the bowels are 
moved with castor oil and soft diet is given. The 
wound gradually closes and urination is partly 
through the urethra at the tenth day, on the average. 

Epididymitis has occurred during convalescence 
in several cases and in practically every case there 
is a history of epididymitis previous to the operation. 
All cases have been relieved in a few days by the 
application of ice. 

In considering the application of perineal pros- 
tatectomy, it may be mentioned that there is one 
type of obstruction that is not adapted to this op- 
eration, i. e., the small fibrous obstruction which is 
best treated by the urethral punch under local 
anesthesia. 

The author cites a number of cases where the 
final results of these perineal prostatectomies have 
been uniformly good. Incontinence has not occurred 
in a single case. 

Stricture has not occurred in any case. The few 
cases which have had a tendency to urgency and 
frequency have been easily corrected by hydraulic 
dilatation of the bladder, and exercise of the internal 
and external sphincters by stopping and starting 
the stream of urine. TuEO. DrozpowrTz. 
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EYE 


Frenkel, H.: Prognosis and Treatment of Ocular 
Wounds with Penetration of Foreign Bodies 
(Le prognostic et le traitement des blessures ocu- 
laires avec pénétration de corps étrangers). Arch. 
d’opht., Par., 1918, xxxvi, 193. 


The prognosis of eye injuries with penetrating 
foreign bodies depends on many circumstances: 
the time of the extraction, infection, size of the 
body, etc. The author has been impressed during 
the war by the difference in the visual results ob- 
tained in cases of intra-ocular foreign bodies ex- 
tracted by magnet as compared with the results 
obtained by like practice in civil life. 

The proportion of cases giving a satisfactory 
visual result is much higher in industrial than in war 
cases. The cause for this difference is that in in- 
dustrial accidents it is almost always a question of a 
single foreign body, whereas in war the foreign bod- 
jes are often multiple. Radiography of the eye in 
the living subject does not show the smaller par- 
ticles of projectiles well, but they are rendered quite 
evident in the radiographs of an enucleated eye. 

The author has examined 100 enucleated eyes; 
59 of these contained foreign bodies (projectiles) 
and in 31 cases there were multiple projectiles. 
Many of these are quite inaccessible to the elec- 
tromagnet; others are merely metallic dust. In 8 
of the cases in which enucleation was found neces- 
sary, a radiograph made before operation was 
negative. 

The author thinks that while the large electro- 
magnet is dangerous when an intra-ocular body is 
large, on account of the possibility of traumatic 
cataract, yet it is not the case for small foreign 
bodies. He therefore suggests that while a medium 
or small magnet be used for the large metallic 
particles, a larger magnet be used to draw the very 
small ones. W. A. BRENNAN. 


Campbell, C. A.: Neurofibromatosis of the Orbit. 
Am. J. Ophth., 1918, i, 560. 


Neurofibromatosis of the orbit is rare, especially 
with simultaneous involvement of the optic nerve. A 
case is reported in which two masses were removed 
from the supra-orbital nerve; one, which was left be- 
cause removal would necessitate enucleation of the 
eye, remains deep in the orbit. 

The patient had tumors removed from various 
parts of the body during a period of twenty-three 
years, and wished those in the orbit operated upon 
because of paroxysms of intense pain. Extirpation 
gave relief which has lasted ten months after opera- 
tion. The eye is proptosed but has yi vision. 

S. S. Howe. 


Duncan, R.: Glioma of the Retina, with a Report 
of Three Cases Treated with Radium. Am. J. 
Ophth., 1918, i, 715. 

The author notes the peculiar yellow reflex known 
as the amaurotic eye,—the increased tension and the 
lack of inflammatory symptoms. The three cases 
reported were treated with radium 50 to 125 mgm. 
screened with o.5 mm. of platinum and 1.3 mm. of 
brass, covered with gauze and rubber. The author 
concludes that three cases are too few to justify any 
definite conclusions. about radium in preventing 
recurrences. With early enucleation of the e eye and 
the use of radium, the percentage of recurrences can 
be lessened. L. J. GotpBacn. 


Hansell, H. F.: A Consideration of the a ig of 
Phlyctenular Disease of the Eye. Am. J. Dis. 
Child., 1918, xvi, 262. 


The character of the corneal involvement in 
systemic disease or focal infection varies according 
to individual idiosyncrasy, and while one can 
readily accept in some patients the tubercular origin, 
in others he cannot; or, if the dyscrasia should be 
tubercular, the corneal disease may take other 
forms, such as sclerosing keratitis, numerous fine 
points of infiltration, keratitis secondary to iritis, 
or lupus. 

Goldbeck studied 39 cases of phlyctenular disease, 
and of these 7 had phthisis, 16 had some other form 
such as cervical adenitis or tuberculous bones, 32 
had a positive von Pirquet, 18 had adenoids and dis- 
eased tonsils. The tubercle bacillus was found six 
times in microscopic sections. 

Wirtz is quoted as having investigated 21 cases 
of so-called rheumatic eye affections and in every one 
found tubercle bacilli in the blood. 

The immediate or exciting causes are various, an 
effective anthelmintic having resulted in a prompt 
clearing up of the inflammation. The case of a girl of 
eleven is cited in whom an intractable phlyctenosis 
healed quickly after the extraction of an ‘infected 
molar. 

Gibson is convinced that all clinical, experimental, 
and pathologic evidence points to tuberculosis alone 
as the cause of phlyctenular disease, and while most 
clinicians will not agree with this sweeping statement, 
repeated attacks occurring in a patient who is 
“scrofulous” clearly indicate a grave underlying 
dyscrasia. S. S. Howe. 


Hiwatari, K.: Plasmoma of the Conjunctiva. Am. 
J. Ophth., 1918, i, 719. 

The author describes the cases histologically as 
papillary overgrowths of the conjunctiva, the sub- 
epithelial tissue being permeated with plasma cells, 
in areas showing evidence of Russell’s bodies, in 
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other parts of the field histologically resembling 
trachoma. The author regards plasmoma of the 
conjunctiva as an inflammatory granuloma associated 
with trachoma and not as a distinct neoplasm. 

L. J. GotpBacn. 


Pfingst, A. O.: A Mixed Tumor of the Lachrymal 
Gland. South. M. J., 1918, xi, 587. 


Report is made of a tumor of the lachrymal 
gland of the left eye in which the symptoms were 
first noticeable to the patient four years previously. 
The mass gradually became larger, pushing the 
eye downward and causing it to become quite 
prominent. There were no other symptoms such 
as pain or diplopia. 

Removal of the growth was made through a 
skin incision, there having been previous X-ray 
plates made in which there was shown to be no 
communication with the sinuses nor was there 
evidence of an osseous growth. The microscopic 
diagnosis was a mixed tumor of the lachrymal 
gland. 

Reference is made to the report of Worthin 
(Arch. Ophth., 1901, p. 631) in which a case of 
tumor of the lachrymal gland is reported with 
detailed microscopic findings, and an exhaustive 
review is made of 132 cases, wherein an effort is 
made to bring about a better classification of 
tumors of the lachrymal gland. From his studies 
Worthin concluded that most of the tumors of the 
lachrymal gland were of endothelial origin similar 
to those of the parotid and submaxillary salivary 
glands. 

Three years later, Verhoeff (J. Med. Research, 1904) 
published his microscopic findings in cases of tumor 
of the lachrymal gland removed at the Massachusetts 
Eye and Ear Infirmary. These studies led Verhoeff, 
like Worthin, to the conclusion that most of the 
growths of the lachrymal glands are mixed tumors 
and analogous to tumors of the salivary glands. 

It is reported also that Wood (Ann. Surg., 1904) 
reported 54 cases of tumors of the salivary glands 
in which he concludes that 95 per cent of these 
growths are mixed tumors and that their parenchyma 
is of an epiblastic nature. 

Reference is made to an exhaustive report and 
compilation of literature on tumors of the lachrymal 
gland by Greeves(Roy. Lond. Ophth. Hosp. Rep.,1914). 
It includes the compilation of Worthin and adds 42 
cases with minute histological details of all. Greeves 
suggested a basis for classification of tumors of 
the lachrymal gland, dividing them into two main 
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groups: (a) mixed tumors; and (b) tumors having 
distinct histological structures characterized by an 
overgrowth of small round cells in the gland stroma. 
Of the mixed variety three types are recognized. 
These tumors occur in adult life and are largely of 
slow growth. They never lead to general metastasis. 
In the few cases where death was reported due to 
the direct spread of the tumor, it was from the 
growth penetrating through the supra-orbital plate 
by pressure. Their proximity to the brain speaks for 
their early removal. 

The author refers to the necessity of distinguishing 
the second group from sarcomata. Histologically 
they resemble sarcomata but do not run the clinical 
course of malignant growths, and only in exceptional 
cases have they shown malignant tendencies. 

J. S. CLARK. 


Kelsey, T. W.: Obstruction of the Lachrymonasal 
Duct. Northwest Med., 1918, xvii, 298. 


The normal lachrymonasal duct is probably never 
patulous, the tears passing through it by capillar- 
ity, gravity, and muscular contraction. Being en- 
closed in a solid bony canal with the walls of its lu- 
men in contact, little engorgement or cicatricial for- 
mation is necessary to make the passage impervious. 

Results of operative work point to the increased 
lacrymation as a secondary process due to the reflex 
stimulation of the lacrymal gland from the toxic fo- 
cus in the diseased sac, and with the removal of the 
lacrymal sac this reflex ceases and the normal flow 
of tears is usually only sufficient to moisten the 
cornea. 

Early treatment consists in irrigation with zinc 
sulphate or boric acid solution, followed by adrena- 
lin and cocaine which will contract the oedematous 
tissue and allow passage of fluid; but in long-stand- 
ing disease with thickened lining membrane, this 
effect can no longer be produced. The use of stil- 
ettes and cannulas in these cases has particularly 
been abandoned and the probe is rapidly coming in- 
to disuse. 

Extirpation of the tear sac in its entirety has been 
quite generally advocated for several years, the only 
objection being the comparatively difficult tech- 
nique and the necessity of removing all the sac to ob- 
viate fistula. 

The several operations proposed for draining the 
sac directly into the nose are disappointing in that 
the false passage usually closes by cicatricial con- 
traction, leaving the condition as bad as before. 

S. S. Howe. 
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THROAT 


Delavan, D. B.: of Intralaryngeal 
Carcinoma. N. J. Med., 1918, xviii, 360. 


The author the local symptoms, 
and second, the means external to the larynx by 
which the diagnosis may be sustained. 

The local symptoms presented in the order in 
which they are apt to occur are: (1) hoarseness; 
(2) a local lesion; (3) the occasional occurrence of a 
peculiar form of pain; and (4) muscular infiltration. 
The hoarseness is generally persistent and pro- 
gressive. At first nothing more than a slight area of 
hyperemia on a vocal cord may be seen to account 
for the hoarseness. 

After a while the local lesion makes its appearance 
either on the vocal bands from the sacculus laryngis 
or from the aryepiglottic folds. If below the cords, 
it will not be observable in the early stages. It may 
assume one of several different forms: (1) a dis- 
tinctly localized and somewhat superficial excres- 
cence, warty in character, resembling a papilloma; 
and it may or may not be surrounded by a narrow 
red zone of inflammation; (2) a deep fairly localized 
growth, with a reddened irregular or nodular surface, 
in some cases presenting an uneven, fringe-like 
surface upon the vocal cord; (3) a variety beginning 
indefinitely and extending for a considerable period 
of time in the form of a general diffuse infiltration of 
the ventricular bands. In the sacculus laryngis or in 
the aryepiglottic folds it usually appears in the form 
of a definite growth, pink in color and of an uneven 
or nodulated surface. 

The peculiar character of the pain in the early 
stages is a distinct sensation like that caused by the 
prick of a needle, coming on suddenly and without 
premonition and quickly dying away, and dis- 
tinctly originating at the site of the growth. 

The first manifestation of muscular infiltration 
is when there is present a commencing failure of 
complete motion noticeable on the affected side of 
the larynx. 

Glandular involvement, dysphagia, dyspnoea and 
cachexia, as well as the lancinating pain extending 
from the larynx to the pharynx or the ear are not to 
be expected in the early stage of laryngeal cancer. 

As to the means external to the larynx by which 
the diagnosis may be sustained, the author mentions: 
(1) age (laryngeal carcinoma being unusual before 
the age of forty) ; (2) sex (go per cent occur in males); 
(3) the absence of symptoms suggesting other 
diseases or conditions likely to simulate laryngeal 
cancer, such as syphilis, tuberculosis, gout, lupus, 
benign growths, pachydermia laryngis, chronic 
laryngitis, perichondritis and laryngeal paralysis. 


The author also draws attention to the fact that 
laryngeal carcinoma may not only resemble other 
forms of disease but may actually be associated with 
them, hence a diagnosis of one of the above-mention- 
ed conditions does not preclude the possibility of 

the presence also of carcinoma. 

Microscopic findings must be the final proof in 
case of doubt, but tissue should never be removed 
for this purpose unless the operator is prepared to 
proceed at once with the radical operation in case 
the diagnosis of cancer is established. This can be 
done by doing a preliminary thyrotomy and await- 
ing the examination of frozen sections. 

The author warns against the unreliability of 
reports based on examinations of peripheral por- 
tions only of the growth, and quotes the warning of 
Mackenzie that excision of fragments of tissue for 
microscopical examination is objectionable because: 
(1) it opens the way to auto-infection; (2) it stimu- 
lates the growth of the disease; and (3) it is often 
inconclusive and misleading. 

Nothing can be expected from transillumination, 
fluoroscopy, skiagraphy, or the Abderhalden test. 

Orto M. Rorr. 


MOUTH 


Clark, W. L.: Cancer of the Oral Cavity, Jaws, and 
Throat; Treatment by Electrothermic Methods 
or in Combination with Surgery, the Roentgen 
Ray and Radium, with an Analysis of 200 Cases 
So Treated. J. Am. M. Ass., 1918, lxxi, 1365. 

Clark recommends electrothermic methods as 
best adapted to the treatment of cancer within the 
mouth. The methods he refers to are electro- 
desiccation and electrocoagulation. The first 
method is one by means of which malignant growths 
of small or moderate size may be destroyed by the 
utilization of heat of just sufficient intensity to 
desiccate the tissues, and is produced by monopolar 
high frequency current. The desiccation method is 
of advantage when the lesion is localized and a 
good cosmetic result is desired. Electrocoagulation 
is produced by a bipolar high frequency current. 
It is more penetrating and intense in action than 
the desiccation method. It is utilized to destroy 
large growths. 

The distribution of the cases treated and the 
results obtained are herewith presented. The 
areas involved were: upper lip; lower lip; upper jaw, 
alveolus and hard palate; alveolus (lower jaw) and 
floor of mouth; tongue; buccal surface; antrum; 
tonsils; pharynx; epiglottis, larynx, base of tongue, 
and cesophagus; advanced lesions involving several 
structures in the mouth. M. N. FEDERSPIEL. 


266 


BIBLIOGRAPHY of CURRENT LITERATURE 


GENERAL SURGERY — SURGICAL TECHNIQUE 
NortE.— The bold face figures in brackets at the right of a reference indicate the page of this issue on which an 


abstract of the article referred to may be found. 


Operative Surgery and Technique 


Early mobilization after war wounds. P. Kournpjy. 
, 1918, 262. LI. 
e treatment of some postoperative _pains. 
MunbeELt. Am. J. Obst., N. Y., 1918, —— 738. 
Radio-surgical projectile extraction by Virida light. 
L. Boucnacourt. Arch. d’électric. méd., Par., 1918, 
XXxvi, 375. 


Aseptic and Antiseptic Surgery 


Analysis and results of the methods of primary, second- 
‘ary, and late treatment of war wounds. TurFreR and 
Sacgutpfe. Arch. de méd. et pharm. mil., Par., 1918, 
517. (211) 

The treatment of wounds. J. T. Morrison, J. N. J. 
Hartiey, and E. F. BAsurorp. Lancet, Lond., 1918 
230. (212) 

Sterilization of war wounds by the Carrel method. 
P. Perazzi. Clin. chir., Milano, 1918, xxv, 519. 

Sterilization of wounds by electro-ionization. M. 
Parin. Presse méd., Par., 1918, xxvi, 583. 

The conditions which permit the sterilization of war 
wounds by physiological action. A. E. Wricut, FLEM- 
ING, and CoLteBrook. Arch. de méd. et pharm. mil., Par. 
1918, lxx, 563. (212j 

Results obtained in wound sterilization in English hos- 
pitals. C. J. Bonn. Arch. de méd. et pharm. mil., Par., 
1918, lxx, 498. 

The use of calcium chloride for skin sterilization. G. 
Ect. Policlin., Roma, 1918, xxv, sez. prat., 1005. 

The sterilizing action of formol vapors. GUILLAUME- 
Louts and RoussgEav. Bull. et mém. Soc. de chir. de Par., 
1918, xliv, 1491. 

The bacterial flora of wounds. K. Coappy. Arch. de 
méd. et pharm. mil., Par., 1918, Ixx, 502. 

Treatment of 420 infected wounds under battle condi- 
tions arriving on the average of fifty-eight and one-third 
hours after injury, — previous surgical treatment. 
G. W. Crite. Canad. M. Ass. J., 1918, viii, 961. 

Examination of the bacteriological condition of wounds 
by the cellophane. Govaerts. Arch. de méd. et pharm 
mil., Par., 1918, Ixx, 512. 

Turpentine in the treatment of infected wounds. J. 
Laurence and C. Fontes. Rev. gén. de clin. et de thérap., 
Par., 1918, xxxii, 697. 

reliminary report of a method for estimating in vivo 
the — activity of antiseptics. J. A. PERKINS. 
Ann. Surg., Phila., 1918, lxviii, 241. [212] 

A note on the value of brilliant green as an antiseptic. 

C. H. S. Wess. J. Roy. Army M. Corps, 1918, xxxi, 


315. 

Antiseptics for war wounds. H. Lorin. Paris méd., 
1918, viil, 220. 

A note on the new antisepsis in surgery. J. Mac 
IntyrE. Glasgow M. J., 1918, viii, 265. 


Quino-formol solution in war surgery. J. T. PrucHer. 
Ann. Surg., Phila., 1918, Ixviii, 467. 

The place of “solar dressings” in in surgery. A. F. 
PricquE. J. de méd. et chir. prat., Par., 1918, Ilxxxix, 


769. 

An automatic distributor for neutral solution of chlor- 
inated soda (Dakin’s solution). L. J. Stronc. J. Am. 
M. Ass., 1918, lxxi, 1556. 

The treatment of “= wounds, ney by the Carrel- 
Dakin method. , A. H. EsEtine. ed., 1918, 
xiii, 727. 

The Carrel-Dakin treatment of infected wounds. W. 
Futter. N. Y. M. J., 1918, cviii, 861. 

A new method of standardization of disinfectants. 
G. C. CHATTERJEE. Indian. M. Gaz., 1918, liii, 414. 

Some remarks on secondary suture ‘of war wounds. 
Moncre. J. de méd., Bordeaux, 1918, lxxxix, 291. 

Indications and technique of secondary suture. EHREN- 
PREIS. Presse méd., Par., 1918, xxvi, 490. (213 

A case of gaseous gangrene treated by Leclainche an 
Vallée’s serum. J. Grrov. Bull. et ates. Soc. de chir. de 
xliv, 1544. 

application of a concentrated solution of magne- 
om / phate to scalds and burns. S. J. MELtzER. 
J. Pharmacol. & Exp. Therap., 1918, xii, 211. 


Anesthetics 
Recent work on anesthetics. J. BLOMFIELD. Prac- 
titioner, Lond., 1918, ci, 279. [213] 
e administration of anesthetics to soldiers. H. S. 


Brit. M. J., ii, 515 

Points on general anesthesia for the surgeon. S. JOHN- 
ston. Canad. Pract. & Rev., 1918, xliii, 325. 

Oral administration of ether as an adjuvant to open 
ether. G. H. Burnett. Med. J. Australia, 1918, ii, 409. 

General anesthesia by ethyl-chloride in war surgery. 
L. Carorio. Riforma med., Napoli, 1918, xxxiv, 678. 

Effects of chloroform upon the heart. E. FERNANDEZ. 
Gac. méd. de Carfcas, 1918, xxv, 205. 

The comparative values of some jocal anesthetics. H. 
C. Hamitton. J. Lab. & Clin. Med., 1918, iv, 60. 

Spinal anesthesia with novocaine and with stovaine. 
H. P. Acwarp. Progrés méd., 299. 

Procaine for dental operations. 
tal Cosmos, 1918, lx, 966 


Surgical Instruments and Apparatus 


Apparatus for administering arsphenamin at tempera- 
ture of the blood. S. R. THompson. J. Am. M. Ass., 


1918, Ixxi, 1652. 
A new type of syringe, mee | i for intra- 
venous injections or the pate nape Ae lood. J. H. Brown. 


J. Exp. Med., 1918, ie: 
A tonsil expressor. 


62 
H. Hess. J. Am. M. Ass., 1918, 
Ixxi, 1554. 


267 


268 


An adjustable trachea cannula. J. A. Hiccins. J. Lab. 
& Clin. Med., 1918, iv, 77. 

An adjustable plaster-of-Paris splint. L.G. 
Barton. Am. J. Surg., 1918, xxxii, 275. 

A suggestion for making splints i in two separate parts 
and their union by means of a lock. A. N. Mouranc. 
Dental Cosmos, 1918, lx, 972. 

A report on temporary pegs for amputation of the 
lower limb. W. A. Cuappie. Brit. M. J., 1918, ii, 


597. 
Bone-holding forceps. R. E. Farr. J. Am. M. Ass., 
1918, Ixxi, 1554. 


SURGERY OF THE 


Head 


es on a series of 161 cases of gunshot wounds of the 
. W. Wacstarre and W. J. Avie. Roy. 
Army uM ‘Corps, 1918, xxxi, 307. (214] 

The operative treatment of head injuries. G. A. 
Catuey. Northwest Med., 1918, xvii, 315. 

Racemose aneurism on the head. W. Noorpensos and 
R. De Jonc. Nederl. Tijdschr. v. Geneesk., 1918, ii, 
1224. 

A radiolucent semilunar shadow occurring as a constant 
factor in cases of severe intermittent headache. M. MILLER 
E. G. C. Wittrams. Ann. Surg., Phila., 1918, lxviii, 


"he elongated styloid process. S. Key. Laryngoscope, 
1918, xxviii, 849. 

Osteoma of the frontal sinus. W. W. BoarpMan and 
M. M. Donovan. . Am. M. Ass., 1918, Ixxi, 1553. 

Congenital double facial paralysis. I. R. Fry. Interst. 
M. J., 1918, xxv, 856. 

Suture per primam of facial wounds. A. S. D’Einto. 
Gazz. d. osp. e d. clin., Milano, 1918, xxxix, 534. 

Nasal and paranasal plastics for war injuries. GuISsEz. 
Paris méd., 1918, viii, 198. 

Two cases of ‘fistula of Steno’s duct. A. CEBALLOs and 
A. G. Bacicatupo. Rev. Asoc. méd. argent., Buenos 
Aires, 1918, xviii, 954. 

A further study of experimental parotitis. M. Woxt- 
STEIN. J. Exp. Med., 1918, xxviii, 377. [215] 

Plastics of the lower lip. D. De Francesco. Gazz. 
d. osp. e d. clin., Milano, 1918, xxxix, 538. 

Temporo-mandibular traumatic bony ankylosis. A. 
Veccut. Gazz. d. osp. e d. clin., Milano, 1918, xxxix, 


563. 
Treatment of gunshot fractures of the mandible. 
J. B. Roperts. Ann. Surg., Phila., 1918, lxviii, 5] 
Preliminary treatment in fractures of the maxillary 
— V. Duca. Policlin., Roma, 1918, xxv, sez. prat., 


"The treatment of tumors of the upper jaw with the 
cautery. J. C. Bioopcoop. Tr. South. Surg. Ass. 
Baltimore, 1918, December. [216] 

The surgical treatment of pseudarthroses of the lower 
jaw following war wounds. P. SeBILEAv. Bull. et mém. 
Soc. de chir. de Par., 1918, xliv, 1308. [216] 


The use of heat and radium in the treatment of cancer 
of the jaws and cheeks. G. B. New. J. Am. M. Ass 
Lxxi, 1369. 

Report of two cases of almost complete phosphorous 
necrosis of the jaws. PINEL. Bull. méd., Par., 1918, xxxii, 
375: (217) 


Ass., 1918, 
217) 


INTERNATIONAL ABSTRACT OF SURGERY 


Forceps for bone spicula. Herrz-BoyEr. Bull. et mém. 
Soc de chir. de Par., 1918, xliv, 1560. 

Moldable placques for osteosynthesis. Herrrz-BoyeEr. 
Bull. et mém. Soc. de chir. de Par., 1918, xliv, 1563. 

New reducing-fixating instruments for fracture cases. 
Hertz-Bover. Bull. et mém. Soc. de chir. de Par., 1918, 
xliv, 1607. 

Simple apparatus for arm fractures. Herrrz-BoyER and 
PouLiquEN. Bull. et mém. Soc. de chir. de Par., 1918, 
xliv, 1631. 

A new type of adjustable screw clamp. J. A. Hiccrns. 
J. Lab. & Clin. Med., 1918, iv, 81. 


HEAD AND NECK 


The treatment of tumors of the superior maxilla. 
H. H. Janeway. Ann. Surg., Phila., 1918, Ixviii, 353.[218] 
Injury to the face with involvement of the maxillary 
J. B. Narrzcer. J. Iowa st. M. Soc., 1218] 
218 

we * fascia-bone transplant for defect of the skull. 
P. G. SKILLERN, Jr. Ann. Surg., Phila., 1918, Ixviii, 


A huge hemangioma of the liver associated with 
hemangiomata of the skull and bilateral cystic adrenals. 
R. H. Mayor and D. R. Brack. Am. J. M. Sc., ror8, 
clvi, 469. [219] 

A case of abducens paralysis complicating mastoiditis; 
brief discussion of this complication as an indication for 
surgical treatment. P. D. Kerrtson. Med. Rec., 1918, 
Xciv, 941. 

An operable tumor involving the gasserian ganglion. 
C. H. Frazer. Am. J. M. Sc., 1918, clvi, 483. [219] 

Complex syndrome of six cra nerves following 
cranial fracture. H. Atom. Rev. de laryngol., Par., 
1918, Xxxix, 501. 

Trepanation in the newborn. A. BrinpEAu. Arch. 
mens. d’obst. et de gynéc., Par., a. vii, 103. [219] 

Cranioplasty in war surgery. L. Bonomo. Arch. de 
méd. et pharm. mil., Par., 1918, Ixx, 285. 

Fifty-one cases of excephalic wounds. _— and JAURE- 
GUIBERRY. Bull. et mém. Soc. dé chir. de Par., 1918, 
xliv, 1589. 

Histogenesis and pathology of subdural haemorrhages. 
G. B. Hasstn. Med. Rec., 1918, xciv, 669. 220 

Sarcoma of the brain. H. M. Fisuer and A. G. ELs. 

. Y. M. J., 1918, cviii, 590. (220 

Cerebral oedema from pressure. W. A. Jones. J. Am. 
M. Ass., 1918, Ixxi, 1265. [220] 

War surgery of the brain, spinal cord, and nerves. 
L. Bonomo. Arch. de méd. et pharm. mil., Par., 1918, 
Ixx, 217. 


Neck 
Chronic torticollis and its operative pony © with 
report of three cases. A. H. NoEHREN. Interst. M. J., 
1918, xxv, 698. [220] 
treatment of Basedow’s disease. 


Death following X-ra 
K. Secner. Nord. Ark., Stockholm, 1918, li, Inre 
Med., No. 6. 

cages! of the thyroid gland. D.C. Batrour. Med. 

., 1918, xciv, 846. [221] 

‘Syphilis of the thyroid gland; report of a case. E. H. 
SCHNEIDER. Calif. St. J. Med., 1918, xvi, 484. 

Abscess of the thyroid following otitic septic pyemia 
without thrombosis of the transverse sinus. P. CALICETI. 
Policlin., Roma, 1918, xxv, sez. prat., 1219. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Hypothyroidism; report of cases. R. A. BATE. Am. 
Med., 1918, xiii, 725. 

Radium therapy in hyperthyroidism, with observations 
on the endocrinous system. W. H. B. Arxins. Boston 
M. & S. J., 1918, clxxix, 558. (221] 

A case of parathyroid insufficiency. A. L. Hertz. 
Endocrinol., 1918, ii, 145. [222] 

A_note on the thyrotoxic heart. G. R. Har. Brit. 
M. J., 1918, ii, 600. 


SURGERY OF 


Chest Wall and Breast 


Physical examination in diseases of the adult chest. 
J. S. Prircnarp. Mississippi Valley M. J., 1918, xxv, 295, 


Penetrating wounds of the chest. R. B. BLAmR and 
G. SHattuck. J. Roy. Army M. Corps, 1918, 


17 
™K study of 450 cases of wounds of the chest, with new 
reference to a new method of treatment for infected 
hemothorax. W. Hurcuinson. Canad. M. Ass. J., 
1918, viii, 972 

The after-effects of wounds of the chest and a 4 
ment. J. MEAKINs and T. W. WALKER. Canad. M. Ass. 
J., 1918, viii, gto. “(238i 

Three cases of hypermastia. C. LAnza. Semana méd., 
Buenos Aires, 1918, xxv, 530. 

Localization and extraction of intrathoracic projectiles 
by the electro-vibrator method. R. Grécorre and J. 
Berconié. Tr. Asoc. francaise de chirurgie, Par., 1338) Gee 


Surgical treatment of penetrating wounds of the thorax. 
H. M. W. Gray. Med. Press, 1918, cvi, 283, 303. ty 

Exploratory thoracotomy for tumors. E. Mé£rr 
Paris méd., 1918, viii, 343. 

Two cases of artificial pneumothorax. C. G. R. Goop- 
win and F. C. Corey. Brit. M. J., 1918, ii, 405. [227] 

Pleurisy. J. B. Huser. Trained Nurse & Hosp. Rev., 
1918, Ixi, 268. 

Pulmonary decortication in the traumatic pleurisies 
following war wounds. E. DeLorme. Bull. Acad. de 
méd., Par., 1918, Ixxx, 401. [227] 

The early treatment of septic pleural effusions; compli- 
cations of penetrating chest wounds. V. Comprer and 
J. Hertz. Lyon chirurg., 1918, xv, 311. 

Pleural fistula cured by filiform ‘drainage. H. Cuapvt. 
Bull. et mém. Soc. de chir. de Par., 1918, xliv, 1557. 

Four new cases of total pleurectomy for pleural infection 
with pachypleuritis. J. L. Roux-BercEer. Lyon chirurg., 
1918, XV, 330. ; 228 

Obliteration of the cavity in empyema with a fat graft. 
D. Tapper. Riforma med., Napoli, 1918, xxxiv, 680. 

Notes on the surgical treatment of empyema. W. W. 
Bascock. Med Rec., 1918, xciv, 751. 

Streptococcus pneumonia and empyema; an infection 
affecting eight members of one family, with seven deaths. 
W. L. Brerrinc, C. B. Lucinsunt, and C. W. Burt. 
J. Am. M. Ass., 1918, Ixxi, 1475. 

Empyema at Camp Dodge. J. L. Mitter and F. B. 
Lusk. Med. Clin. N. Am., 1918, ii, 537. 

Empyema; some observations made in the fluoroscopic 
study of a series of 64 cases. C. H. Nis. Mil. Surgeon, 
1918, xliii, 538. 

Tuberculous effusion, traumatic in origin. H. A. Bray. 
J. Am. M. Ass., 1918, Ixxi, 1714. 


269 


A proving of thyroid gland. H. P. Gittincnam. Homee- 
op. Rec., 1918, xxxiii, 481. 

Thyroidectomy under local anesthesia. C. W. ALLEN. 
N. Orl. M. & S. J., 1918, Ixxi, 242. 

Syngenesioplastic transplantation of the thyroid in 
the guinea-pig. L. Lorn. J. Med. Research, 1918, Taal 

0. I. 

Non-surgical treatment of exophthalmic goiter. I. 
Bram. N. Y. M. J., 1918, cviii, 942. 


THE CHEST 


Subacute and chronic mediastinal complications of 
measles. J. C. FrrepMAN and W. T. VAUGHAN. Med. 
Clin. N. Am., 1918, ii, 543. 

Persistent thymus in exophthalmic gioter. A. H. 
Tessutt. Med. J. Australia, 1918, ii, 430. 


Trachea and Lungs 


Tracheocele. P. Coupray and Gutsez. Med. Press, 
1918, cvi, 344. 

Manikin for practice and demonstration of special in- 
strumentation in bronchoscopy and cesophagoscopy. 
T. Hupparp.. Laryngoscope, 1918, xxviii, 851. 

A new diagnostic sign of a foreign body in the trachea 
or bronchi; the asthmatoid wheeze. C. JAcKson. Am. J. 
M. Sc., 1918, clvi, 625. [228] 

Diagnostic signs of tuberculosis of the bronchial glands. 
W. B. Metcatr. Illinois M. J., 1918, xxxiv, 252. 

The endobronchial treatment of bronchiectasis and 
bronchial abscess. E. Mayer. N. Y. M. J., 1918, asl 


tect of intrabronchial insufflation of solutions of 
some inorganic salts. M. WoLtstrern and S. J. MELTZER. 
J. a Med., 1918, xxviii, 551. 

Bullet removed from the left lung. G. P. MUELLER. 
Ann. Surg., Phila., 1918, Ixviii, 543. 

Congenital abscess of the left lung. A. H. Tessurr. 
Med. J. Australia, 1918, ii, 430. 

Report on a series of cases with acute infection of the 
lung and pleura at Taylor. P. J. Mc Donne LL. 
Interst. M. J., 1918, xxv, 837. 

The treatment of pulmonary wounds by artificial 
pneumothorax. L. Lonco. Gior. d. r. Accad. di med., 
Torino, 1918, lxxxi, 183. 

Partial resection of the lung for abscess. R. GréGorre. 
Bull. et mém. Soc. de chir. de Par., 1918, xliv, 1435. [229] 

Treatment of pulmonary gangrene by pneumothorax. 
P. Bull. de méd., Par., 1918, Ixxx, 39 

Echinococcus disease of the lungs. L. B. Crow. rg | 
Roentgenol., 1918, v, 513. 

Two new cases of pulmonary ecchinococcis. A. CORVET- 
To. Crén. méd., Lima, 1918, xxxv, 257. 


Heart and Vascular System 


The obstacle which the pericardium offers in the search 
for projectiles. C. Guartnt. Policlin., Roma, 1918, xxv, 
sez. prat., II10. 


Pharynx and sophagus 


Roentgen diagnosis of lesions of the cesophagus. J. A. 
Mattack. Colorado Med., 1918, xv, 94. 

my treatment of lye strictures of the cesophagus. 

T. Husparp. J. Am. M. Ass., 1918, Ixxi, 1706. 


270 INTERNATIONAL ABSTRACT OF SURGERY 


SURGERY OF THE ABDOMEN 


Abdominal Wall and Peritoneum 


Syphilitic peritonitis as a frequent cause of ascites in 
cirrhosis of the liver. M. Letutie. Bull. Acad. de méd., 
Par., 1918, Ixxx, 209. [229] 

Report of a case of hernia. F. S. BARNARD. Pacific 
Coast J. Homeeop., 1918, xxix, 557. 

The use of fascial transplants in repairing abdominal 
— A. O. StncLeToN. Texas St. J. Med., 1918, xiv, 
24 

Hernia of the linea alba. HARTMANN. Rev. gén. de clin. 
et de thérap., Par., 1918, xxxii, 712. 

Unusual case of a hernia; rupture of the skin. 
W. J. Mc Gratn. J. Am. M. Ass., 1918, Ixxi, 1650. 

The Sa ET in the cure of femoral hernia. 
L. H. Lanpry. N. Orl. M. &S. J., 1918, Ixxi, 235. [230] 

Inguinal hernia. F. A. KELLY. J. Am. Inst. ——-- 
1918, xi, 515. ] 

Simple operation for double inguinal hernia; one in- 
cision. D. T. WinTER, Jr. J. M. Soc. N. J., 1918, xv, $46. 


Mesenteric disinsertion in strangulated hernia. A. 
GaLLo. Semana méd., Buenos Aires, 1918, xxv, 553. [231] 
Postoperative ventral hernia with prolapse of excluded 
ileocecum. S. MiniikEN. Ann. Surg., Phila., 1918, lxviii, 


535: 

Cancer of the great omentum. M. Hatter. Paris méd., 
1918, viii, 271. 

Tuberculosis of the mesenteric lymph-glands as a cause of 
ureteral obstruction. T. N. Heppurn. J. Urol., 1918, ii, 
385. 

Gastro-Intestinal Tract 


Intragastric diagnosis. M. E. Reuruss. W. Virg. M. 
J., 1918, xii, 171. 

Possibilities of fractional gastric analysis. M. E. 
Reuruss. J. Am. M. Ass., 1918, Ixxi, 1534. 

The anatomy on ae siology of the stomach. A. L. 
Benepict. Am. J. C fed., 1918, xxv, 823. 

Studies in hoon estimation of stomach contents. 
B. B. Cronn. Am. J. M. Sc., 1918, clvi, 656. 

On the absence of free hydrochloric acid in the gastric 
juice. F. Lanpotpu. Semana méd., Buenos Aires, 1918, 
Xxv, 569. 

Contributions to the physiology of the stomach; studies 


‘on the control of hunger by drugs. H. GINSBURG and 


4. Tumpowsky. Arch. Int. Med., 1918, xxii, 553. 

Connection between functional alterations of the 
internal organs, especially of the stomach, and the endo- 
crine the suprarenals. C. AMISTANI. 
Gazz. d. osp. e d. clin., Milano, 1918, xxxix, 505. 

The differential diagnosis between chronic ulcer and 
carcinoma of the stomach. S. Bascu. N. Y. St. J. Med., 
1918, xviii, 427. 

The incidence of peptic ulcer and carcinoma in the duo- 
denum. J. A. Licuty. N. Y. St. J. Med., 1918, xviii, 43 

The probable endocrine origin of peptic ulcer. Goa. 
FrrepMan. J. Am. M. Ass., 1918, Ixxi, 1543. 

Pathogenesis of gastric ulcer. V. Grazzt. Clin. chir., 
Milano, 1918, xxv, 562. 

Observations on gastric and duodenal ulcers. L. FRANK. 
Internat. J. Surg., 1918, xxxi, 361. 

Aspirating gastric contents in hypersensitive patients. 
C. D. Aaron. J. Mich. St. M. Soc., 1918, xvii, 440. 

_ Resection of the stomach. H. Isexmn. Cor.-Bl. f. 
schweiz. Aerzte, 1918, xlviii, 1425. 


Pyloric stenosis with accompanying spasmodic dysphagia. 
E. B. Barton and H. H. C. Dent. Brit. M. J., 1918, 
ii, 514. 

A case of pyloric stenosis due to ulcer treated by posterior 
transmesocolic gastrojejunostomy. L. Razetti. Gac. 
méd. de Cardcas, 1918, xxv, 217. 

A brief report of an infant with congenital stricture of the 
duodenum; operation; deathh H. M. Mc Crananan. 
Arch. Pediat., 1918, xxxv, 533. (231] 

A case of perforation of the duodenum treated successful- 
ly by duodenal (jejunal) alimentation. M. Ernorn. 
Med. Rec., 1918, xciv, 927. 

Intestinal obstruction. D. J. Roperts. South. Pract., 
1918, xl, 421. 

A case of intestinal obstruction. J. M. W. Morison and 
L. Wuite. Brit. M. J., 1918, ii, 513. 

Intestinal obstruction due to the ascaris lumbricoids. 
M. D. Levy. South. M. J., 1918, xi, 734. 

Meckel’s diverticulum; report of cases causing intestinal 
obstruction. R. GranaM. Canad. M. Ass. J., 1918, viii, 
066. 


Intestinal obstruction; continued studies. H. B. E1sperG 
and J. W. Draper. J. Am. M. Ass., 1918, Ixxi, 1634. 
A case of interposition of the intestine between the 
diaphragm and liver. G. Borpi-Trotti. Gior. d. r. 
Accad. di med., Torino, 1918, Ixxxi, 56. (231) 
Partial or incomplete intussusception as an etiological 
factor in untoward postoperative sequelae following 
appendectomy. H. A. Suaw. Northwest Med., 1918, 
xvii, 283. (231) 
Four cases of ileotyphlocolic invagination treated by 
evagination and lateral ileocolostomy. C. GANGITANO. 
Clin. chir., Milano, 1917-1918, xxv, 478. [232] 
Lipomata as a cause of ileus. J. LAMBRETHSEN. Hosp.- 
Tid., 1918, Ixi, 1433. 
Resection of the cecum and ascending colon. J. S. 
Tr. South. Surg. Ass., Baltimore, 1918, 
Radiology of the caecum and appendix in the localizing 
R. D. Estrapa. Brazil-méd., 1918, xxxii, 


houghts on appendix. J.J. REYCRAFT. Med. Sum- 
mary, 1918, xl, 261. 

A giant appendix. C. Vezina. Bull. méd. de Quebec, 
1918, xx, 84. 

Supracecal stenosis due to abnormal anatomical con- 
ditions of the appendix. F. NAssEtt1. Policlin., Roma., 
1918, xxv, sez. prat., 1148. 

A personal case of appendicular calculi revealed by the 
X-rays. F. BLancnop. Rev. méd. de la Suisse Rom., 
1918, xxxviii, 599 [232] 

Appendicitis i in Copenhagen. P. VERNING. Hosp.-Tid., 
Copenhagen, 1918, lxi, 1281. 

Appendicitis and hysteria. VERDELET. J. de méd., Bor- 
deaux, 1918, Ixxxix, 

Report of case of chronic appendicitis simulating pul- 
monary tuberculosis. ScHoutt. Paris méd., 1918, viii, 


279 
“Patestinal obstruction and J. O’Conor. 


Brit. M. J., 1918, ii, 573+ 
Severe appendicitis in a child; il ery A and 
gastro-enterostomy: H. Gauprer. Bull. et mém. Soc. de 


chir. de Par., 1918, xliv, 1449. [233] 
A case of megacolon unusual complications; re- 

— rt of the case five years after radical operation. N. 
ONNES. J.-Lancet, 1918, xxxviii, 625. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Carcinoma of the colon; report of a case, eerie a 


brief literary review. M. Casper. Am. J. Surg., 1918, 
xxxii, 267. 

The roentgenologic aspect of colitis. L. L. Jones. Tex- 
as St. J. Med., 1918, xiv, 244 


The subnormal colon function. W. N. BEACH. J. Am. 
M. Ass., 1918, lxxi, 1453. 

Five cases of partial colectomy. L. Urrutia. Arch. d. 
enfer. d. apar. digest., Madrid, 1918, i, 451. [233] 

Report of a foreign ‘body i in the rectum simulating abor- 
tion. T. S. D. Grasty. Am. J. Osbt., N, Y., 1918, 
Ixxviii, 737. [233] 

Cancer of the rectum operated upon through a vaginal 
incision. C. J. Drueck. Illinois M. J., 1918, xxxiv, 255. 

Etiology and treatment of pruritus ani; summary of 
eight years’ original research work. D. H. Murray. 
J. Am. M. Ass., 1918, Ixxi, 1449. 

Fistula i inano. C. F. FLEMING. J. Indiana St. M. Ass., 
1918, xi, 404. 

The ambulatory treatment of hemorrhoids. W. A. 
FANSLER. Minnesota Med., 1918, i, 426. 


Liver, Pancreas, and Spleen 


Alcoholic cirrhosis of hypertrophic type. E. Opriozora. 
Crén. méd., Lima, 1918, xxxv, 254. 

Hypernephroma of the falciform ligament of the liver. 
A. H. Harrican. Ann. Surg., Phila., 1918, Ixviii, 3h 


Total extirpation of a hydatid liver cyst. J. A. palens 
y Bastiony. Rev. de med. y cirug., Habana, 1918, xxiii, 
675. 
A case of hepatic abscess. E. A. DELFino. Riforma 
med., Napoli, 1918, xxxiv, 699. 

Liver abscess and amoebic dysentery. F. Drcasso. 
Gazz. d. osp. e d. clin., Milano, 1918, xxxix, 477. 

Gastric postoperative perforation and a repeated oper- 
ation for hepatic echinococcosis. C. A. BAMBAREN. 
Semana méd., Buenos Aires, 1918, xxv, 556. 

Second series of notes on the radiography of the gall- 
bladder. N. MacLeop. Arch. Radiol. & Electrotherap. 
1918, xxiii, 191. (2. j 

The stomach in gall-stone disease. C. WESSEL. Hosp.- 
Tid., Copenhagen, 1918, lxi, 1233. 


271 


Infection of the gall-ducts. J. Y. WetBorn. Mississ- 
ippi Valley M. J., 1918, xxv, 328. 

Pericholecystitic adhesions; their importance and clin- 
F. Smirntes. J. Am. M. Ass., 1918, 

180 

of biliary lithiasis. E. Riforma 
med., Napoli, 1918, xxxiv, 715. 

Accidental injection of ’pile-ducts with petrolatum and 
bismuth paste. A. Retcn. J. Am. M. Ass., 1918, Ixxi, 1555. 

Surgical diseases of the biliary tract and creas. 
A. O. Wutrrrte. Ann. Surg., Phila., 1918, lxviii, 471. 

Reconstruction of the Le G. GuERRy. 
J. Am. M. Ass., 1918, Ixxi, 1194. [234] 

A case of primary abscess of the spleen. J. WINTER- 
BOTHAM. Med. Press, 1918, cvi, 403. 

Pernicious anemia treated by multiple transfusions and 
splenectomy, with study of a case. E. Scuister. J. Mis- 
souri St. M. Ass., 1918, xv, 392. 

The present status’ of splenectomy. CHABROL and 
BéNARD. Paris méd., 1918, viii, 165. 


Miscellaneous 


Penetrating gunshot abdominal wounds. V. Saviozzi. 
Clin. chir., Milano, 1917-1918, xxv, 486. 

Two cases of small upper abdominal tumor. G. A. 
Syme. Med. J. Australia, 1918, ii, 368. 

Laparotomy throughout the ages. Duroprt. J. de 
méd., Bordeaux, 1918, Ixxxix, 233. 235 

Star laparotomy in operations on the upper abdomen. 
J. Arce. Semana méd., Buenos Aires, 1918, xxv, 162. 

Conduct to follow in case of a penetrating shell wound 
of the upper part of the abdomen. H. BArnssy. Bull. 
et mém. Soc. de chir. de Par., 1918, xliv, 1590 

Clinical observation in splanchnoptosis. G. L. Law 
BRIGHT. N. Y. M. J., 1918, cviii, 939. 

A case of partial visceral inversion. L. Moreav. 
Progrés méd., Par., 1918, p. 371. 

A case of thrombosis of the mesenteric vessels. L. 
RAZETTI. Gac. méd. de Carfcas, 1918, xxv, 216. 

Symposium on pelvic more those 
of the bladder and rectum. J. Tanton, P. DeRAcue, and 
ea Wisaate. Arch, de méd. et pharm. mil., Par., r98, 
Ixx, 291, 313, 320. [235] 


SURGERY OF THE EXTREMITIES 


Diseases of Bones, Joints, Muscles, Tendons— 
General Conditions Commonly Found 
in the Extremities 


The etiology and treatment of acute poliomyelitis. E. 
C. RosEnow. J.-Lancet, 1918, xxxviii, 624. 

Hemorrhagic osteomyelitis and sarcoma in the bone. 
G. Barrie. Am. J. Orthop. Surg., 1918, xvi, 392. 

Osteomalacia. G. W. Hormes. Am. J. Roentgenol., 
1918, V, 507. 

The ‘endocrine glands and osseous dystrophias. V. 
Hutimev. Arch. de méd. d. enf., Par., 1918, xxi, 561. 

Congenital anterior luxation of the knee. A. T. PujoL. 
Prog. de los clin., Madrid, 1918, vi, 104. 

Recurring hydarthrosis of the knee. TAVERNIER. Lyon 
méd., 1918, cxxvii, 433. 

‘Complications of knee distortions. H. B. Daut. Hosp.- 
Tid., Copenhagen, 1918, 

Intermittent painful febrile cartilaginous exostoses. 
AcErHoitm. Hosp.-Tid., Copenhagen, 1918, lxi, 1425. 


A case of hysterical lameness with convulsions treated 
by suggestion. C. S. Brurmet. Colorado Med., 1918, 
xv, 280. 

Curious traumatism; thigh traversed by handle of gar- 
den instrument. R. BoscH. Rev. Asoc. méd. argent., 
Buenos Aires, 1918, xviii, 1106. 

Sequestra in war injuries. T. L. BUNTING. Arch. Ra- 
diol. & Electrotherap., 1918, xxiii, 105. 237) 

The biological aspects of freely transplanted total bone 
grafts.. CHARBONNEL. J. de méd., Bordeaux, 1918 
Ixxxix, 279. 23 

Electromyogra of clonus. S. Coss. Bull. 
Johns Hopkins Hosp., 1918, xxix, 247. 

The een attributed to lesions of the sacro-iliac 
. CorreLp. Am. J. Orthop. Surg., 


“thon of the thigh. W. B. Corey. Ann. Surg., Phila., 
1918, lxviii, 536. 

The guiding principles of bone grafting. J. S. DaurRtac. 
Bull. Acad. de méd., Par., 1918, Ixxx, 446. 


[238) 


272 


Giant-cell growth of bone and tendon sheath. L. W. (a8 
Ann. Surg., Phila., 1918, Ixviii, 426. 

Treatment of Little’s disease. E. GASNE. Rev. Pe hp. 
Par., 1918, vi, 219. 

Symmetric tumors of the fingers. L. Grroux. Bull z 
mém. Soc. méd. d. hép. de Par., 1918, xlii, 963. 

The use of Unna’s dressing in the treatment of leg 
ulcers. H. F. Harper. J. Missouri St. M. Ass., 1918, xv, 


rkeratosis; subclavian 


Marie’s disease; infantilism; h 
. Clin. N. Am., 1918, ii, 


aneurism. M. L. LERNER. Me 
617. 

Recent studies in the anatomy and physiology of tendons; 
their application to the technique of tendon operations. 
L. Mayer. J. Am. M. Ass., 1918, Ixxi, 1198. [239] 

Influence of radium water therapy on creatinin and uric 
acid metabolism in chronic arthritis. F. H. Mc CrupDEN 
and C.S. Sarcent. Am. J. M. Sc., 1918, clvi, 702. 

Rheumatoid arthritis. J. L. Porter. Minnesota 
1918, i, 417. (23 

Cure of incipient coxalgia without ankylosis. M. 
PoussonnieR. Rev. gén. de clin. et de thérap., Par., 1918, 
xxxii, 580. ] 

Osteoma of the thigh. Rarmy. Lyon méd., 1918, cxxvii, 


509 

Contribution to the study of myositis ossificans progress- 
iva. J. RoseNsTIRN. Ann. Surg., Phila., 1918, Ixviii, 485. 

Intramuscular injections of colloidal sulphur in the 
treatment of rheumatic conditions. W. L. Secor. Med. 
Rec., 1918, xciv, 765. 

A case with vascular, ." muscle, and skin disturbance 
of uncertain etiology. R. M. Smiru and W. R. Sisson. 
Am. J. Dis. Child., 1918, Bs gn 

Sarcomatous development in the depth of the right 
thigh in the trajectory of a recent wound. I. VirTRAc. 
Gaz. hebd. d. sc. méd., Bordeaux, 1918, xxxix, 154. 

Trench foot. O. Jacos. Arch. de méd. et pharm. mil., 
Par., 1918, Ixx, 254. 

Etiology and treatment of trench foot. A. CASTELLANI. 
Arch. de méd. et pharm. mil., Par., 1918, Ixx, 248. 

Trench foot and frozen foot. Bowipy. Arch. de méd. et 
pharm. mil., Par., 1918, Ixx, 274. 

Remarks on trench foot in the Belgian army. J. VoNCKEN. 
Arch. de méd. et pharm. mil., Par., 1918, Ixx, 252. 

Frozen foot in the Italian army during the present war. 
L. Bonomo. Arch. de méd. et pharm. mil., Par., 1918, Ixx, 


42. 

Results of conservative operations in the treatment of foot 
wounds. Turrrer. Arch. de méd. et pharm. mil., Par., 
1918, lxx, 416. 

Painful feet. R. Mc E. Scuaurrrer. J. Missouri St. M. 
-Ass., 1918, xv, 387. 

Painful flat i talipes poliomyelitis; multiple fracture; 
recurrent poliomyelitis; thigh fracture in an infant two 
— old. W. B. Owen. Internat. J. Surg., 1918, xxxi, 

he ingrown toenail and the coup d’Hache. D. H. 
Stewart. N. Y. M. J., 1918, cviii, 858. 


Fractures and Dislocations 


The transportation of the wounded, with special reference 
to the application of splints. N. ALLIsoN. Am. J. Orthop. 
Surg., 1918, xvi, 389. 

Treatment of gunshot injuries of the great diaphyses. 
L. Bonomo. Arch. de méd. et pharm. mil., Par., 1918, xx, 
202. 

Pubic fracture; pseudarthrosis; bone graft; recovery. 
P. CuutTro. Bull. et mém. Soc. de chir. de Par., 1918, xliv, 
1551. 


INTERNATIONAL ABSTRACT OF SURGERY 


Affections of the large joints due to gunshot wounds; 
their late eae and treatment. S. W. Daw. Brit. J. 
Surg., 1918, vi, 1 

Habitual oiliicatien of the knee. J. H. ENGELKENS. 
Hygiea, Stockholm, 1918, Ixxx, 1169. 

Foreign body of the knee in posterosuperior median posi- 
tion. J. Frevez. Progrés méd., Par., 1918, p. 377. 

The treatment of articular wounds. J. Frorre. Rev. 
gén. de clin. et de thérap., Par., 1918, xxxii, 692. 

The evolution of articular wounds. GurLLAumE-Louts. 
Bull. et mém. Soc. de chir. de Par., 1918, xliv, 1482. 

Articular war wounds. HARTMANN. Rev. gén. de clin. et 
de thérap., Par., 1918, xxxii, 689. 

Treatment of the pseudarthroses of war. A. GossET. 
Arch. de méd. et pharm. mil., Par., 1918, Ixx, 360. [240] 

Fractures considered as potential deformities. M. S. 
HENDERSON. Tr. South. Minnesota M. Ass., Mankato, 
1919. 

Compound comminuted fracture of the leg. J. M. 
Hirzror. Ann. Surg., Phila., 1918, Ixviii, 531. 

Ununited fractures, with- special teference to gunshot 
injuries and the use of bone ee E. W. HEy-GRovEs. 
Brit. J. Surg., 1918, vi, 2 [241] 

Compound fracture * the elbow. J. M. Hrrzror. 
Ann. Surg., Phila., 1918, lxviii, 534. 

Pseudarthroses ‘following war wounds. C. WILLEMs. 
Arch. de méd. et pharm. mil., Par., 1918, Ixx, 350. 

Pseudarthroses following gunshot wounds. S. C. 
Hucues. Arch. de méd. et pharm. mil., Par., 1918, Ixx, 


336. 

Fracture of the scaphoid revealed by radiography. 
P. Jartor. Progrés méd., Par., 1918, p. 378. 

Primary suture of the soft parts in diaphyseal fractures. 
R. LericHe. Bull. et mém. Soc. de chir. de Par., 1918, 
xliv, 1486. 

The three-stage treatment of large oeeanietie bursting 
diaphyseal fractures. R. Lericne and A. Poricarp. 
Presse méd., Par., 1918, xxvi, §33- [ 

Result of primary excision of wounds of the elbow-joint. 
A. E. Moore. Brit. J. Surg., 1918, vi, 265. 3 

Fractures and articular war injuries of the lower limbs. 
L. Necri. Osp. maggiore, Milano, 1918, vi, 51. [243] 

The danger of the pernicious bond splint in carpal 
fractures of the radius. J. B. Roperts. Ann. Surg., 
Phila., 1918, Ixviii, 538. 

The diagnosis and treatment of i injuries to the crucial 
ligaments. S. A. Smirx. Brit. J. Surg., 1918, vi, 176. 

Demonstrable luxation. of sacro-iliac joints. E. T. 
WEntTWortH. Am. J. Orthop. Surg., 1918, xvi, 443. 


Surgery of the Bones, Joints, Etc. 


Good results in a case of wobbly arm by reconstitution of 
capsulo-periosteal humeral sheath. G. Cotte. Bull. et 
mém. Soc. de chir. de Par., 1918, xliv, 1588. 

Disinfection of the “eee, R. B. Corretp. J. Am. 
M. Ass., 1918, lxxi, 1286 (243 

End- result of vertical transpatellar arthrotomy for severe 
knee injury. Herrz- _— Bull. et mém. Soc. de chir. de 
Par., 1918, xliv, 1558. 

Longitudinal cemeedios arthrotomy in war surgery 
Hertz-Boyer. Bull. et mém. Soc. de chir. de Par., 1918, 
1598. 

in war fractures, with the exception of 
pseudarthroses “ Dvuvat. Arch. de méd. et pharm. mil., 
Par., 1918, 4 244} 

A method of > + the adherence of tendons after 


' suturing. P. C. C. Fenwick. Brit. M. J., 1918, ii, 542. 


Observations on the operative treatment of fractures. 
E. FiscHet. J. Missouri St. M. Ass., 1918, xv, 291. [244] 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Bone grafting. L. Impert and C. L’Heurevux. Bull. et 
mém. Soc. de chir. de Par., 1918, xliv, 1496. 

Bone setting, ancient and modern. A. Kerru. Med. 
Press, 1918, cvi, 382. 

Interosseous and interarticular projectiles and their 
extraction. MAucLarre. J. de méd., Bordeaux, 1918, 
lxxxix, 849. 

Tendon grafting. J. NAGEoTrTE and L. SENcEeRT. Bull. 
Acad. de méd., Par., 1918, Ixx, 448. 

The conditions found in amputation stumps and some 
go thereon. A. T. H. Nispet. Med. J. Australia, 134s} 


” Chopart’s disarticulation completed by astragalar re- 
section. RaFin. Lyon méd., 1918, 510 

A new operation for hallux yalgus. J. T. ’ Rucn. Med. 
Rec., 1918, xciv, 793. 

Late primary reunion of a leg amputation. C. WALTHER. 
Bull. et mém. Soc. de chir. de Par., 1918, xliv, 1555. 


273 


Conservative treatment of gunshot wounds of the foot. 
op Arch. de méd. et pharm, mil., Par., 1918, 

Double amputation for frozen feet. GauTHreR. Lyon 
méd., 1918, cxxvii, 511. 

Treatment of foot wounds. A. Dr Pace and L. Detrez. 
Arch. de méd. et pharm. mil., Par., 1918, lxx, 406. 


Orthopedics in General 


Interesting orthopedic cases in the First — 
Division, Fordham Hospital. S. W. Boorstem. N. Y 
M. J., 1918, cviii, 812. 

Chronic ‘backache from an orthopedic standpoint. 
A. E. Horwitz. J. Missouri St. M. Ass., 1918, xv, 389. 

Improvements in artificial limbs since the Civil War, 
as seen in examples in the Army Medical Museum. R. W 
SuHuretpt. Med. Rev. of Revs., 1918, xxiv, 643. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Treatment of spinal war injuries. C. VILLANDRE. 

Presse méd., Par., 1918, xxvi, 561. 245 
Fracture of the spinal column with and without cord 

N. SHarpe. J. Am. M. Ass., 1918, Ixxi, 1362. 


Tetanus in case of complete section of the spinal cord. 
Ciaupe and J. L’Hermirte. Paris méd., 1918, viii, 


— of the sacrum for chronic osteitis following a 
wound of the sacral region. R. Le Fur. Paris chirurg., 
1918, X, 74. [246] 


SURGERY OF THE 


Surgical intervention in gunshot wounds of the nerves. 
M. Fasano. Policlin., Roma, 1918, xxv, sez. prat., 1049. 

The differential diagnosis between functional and 
organic paraplegia. R. T. WiLtiAMson. Brit. 
1918, ii, 275. [246] 

Injuries of the peripheral nerves from the surgical 
standpoint. H. S. Sourrar and E. W. Twininc. Brit. 
J. Surg., 1918, vi, 279. 

Some pathological conditions of peripheral nerves. 
S. M. Cone. Am. J. Orthop. Surg., 1918, xvi, 428. 

The neurovisceral system (sympathetic, autonomic, 
involuntary nervous system). H. CampBEeLL. Med. 
Press, 1918, cvi, 400. 

Preliminary note on investigations upon 1,000 consec- 


Treatment of vertebral tuberculosis by fusion opera- 
tion; report of 210 cases. R. A. Hisps. J. Am. M. Ass., 
1918, lxxi, 1372. 

Gunshot wounds of the cauda equina. G. GUILLAIN. 
Arch. de méd. et pharm. mil., Par., 1918, lxx, 325. 

Radiologic considerations on a case of occult lumbosacral 
spina bifida. L. Corescut. Riforma med., Napoli, 1918, 
xxxiv, 668. 

Laminectomy for spinal injuries without —— 
the projectile in the canal. L. Bonomo. Arch. de 
et pharm. mil., Par., 1918, Ixx, 282. 


NERVOUS SYSTEM 


utive cases of peripheral nerve injury. J. L. Burrow and 
H. S. Carter. Brit. M. J., 1918, ii, 535. 

Causalgias and painful syndromes of sympathetic origin. 
E. Grrovu. Presse méd., Par., 1918, xxvi, 584. 

Some notes on operative procedure in nerve injuries. 
R. Kennepy. Brit. J. Surg., 1918, vi, 317. [247] 

General principles of splinting for paralysis from nerve 
injuries; special application of these principles in median 
and ulnar nerve paralyses. M. Lancwortny. Am. 
J. Orthop. Surg., 1918, xvi, 445. [247] 

Polyneuritis puerperalis toxica recidivans. M. VALBERG. 
Nord. med. Ark., Stockholm, 1918, li, Inre Med., No. 2. 

Tumor of the left posterior tibial nerve. C. WALTHER. 
Bull. et mém. Soc. de chir. de Par., 1918, xliv, 1553. 


MISCELLANEOUS 


Clinical Entities—Tumors, Ulcers, Abscesses, Etc. 


Delay in the vets treatment of cancer. C. C. Sm- 
mons. Boston M. & S. J., 1918, clxxix, 639. 

The cancer problem. C. H. Mayo. Canad. Pract. & 
Rev., 1918, xlili, 329. 

Some clinical aspects of cancer immunity. T. ABBE. 
Am. J. Obst., N. Y., 1918, Ixxviii, 701. 

Fluctuations in the growth energy of malignant tumors 
in man, with especial reference to spontaneous, recession. 
G. L. RoHDENBURG. J. Cancer Research, 1918, iii, 193.[247] 


Technique of artificial respiration inman. G,N. STEwART 
and J. M. Rocorr. J. Lab. & Clin. Med., 1918, iv, 73. 

Points in the technique employed o the isolation and 
cultivation of anaerobic bacteria. W. J. Witson and 
P. Steer. Brit. M. J., 568. 


Purpura abdominalis in life. W. Weston. Arch. 
Pediat., 1918, xxv, 670. 

Polyuria in some cases of med y hypernephroma. 
W. F. Lrrcurrerp. Med. J. Aus ii, 431. 

Mili aspect of status lymphaticus. J. Ewinc. 
J. Am. M. Ass., 1918, Ixxi, 1525. 


274 INTERNATIONAL ABSTRACT OF SURGERY 


Clinical and biologic contribution to Reklinghausen’s 
disease. A. Roccavitia. Policlin., Roma, 1918, xxv, 
sez. med., 321. 

Progress in pediatrics; recent work in anatomy, physi- 
ology, and pathology of childhood. J. B. Hormes. Am. 
J. Dis. Child., 1918, xvi, 318. 

War wound intoxication; nitrogenous disintegration 
of traumatized tissues. P. DuvaL and A. GRiGAut. 
Bull. et mém. Soc. de chir. de Par., 1918, xliv, ‘1506. 

Early op — in war wounds. G. Pisano. Gazz. d. 
osp. e d. clin., Milano, 1918, xxxix, 525. 

Radium dermatology. C. D. Corus. J. Am. 
Inst. Homceop., 1918, xi, 498. 

Emergency surgery. A.S.M.Tymms. Med. J. Australia, 
1918, ii, 403, 425. 

Employment of intravenous injections of urotropine 
in general surgery. H. P. AcHarp. Progrés méd., Par., 
1918, p. 386. 

Acidosis; retrospect and discussion. T. D. PARKE. 
South. M. J., 1918, xi, 721. 

Value and limitations of laboratory studies of acidosis 
in “9 G. W. Crite. Ann. Surg., Phila., 1918, 
lxviii, 457 

Method for preparing the eosinate of methylene blue 
and method of staining. F. A. Beck. J. Am. M. Ass., 
1918, 1651. 

Complement-fixation in Hodgkin’s disease and allied 
affections. H. T. Kristyanson. Am. J. M. Sc., 1918, 
cliv, 720. 

The acidoses provoked by shock and the suspension of 
the blood circulation. A. E. Wricut and L. CoLEBRooK. 
Arch. de méd. et pharm. mil., Par., 1918, Ixx, 188. 

Shock in the wounded. C. Vincent. Arch. d. mal. 
du coeur, Par., 1918, xi, 394 

Wound and shell shock and their cure. F. B. Turck. 
N. Y. M. J., 1918, cviii, gor. 


Pulmonary fat embolism and its relation to traumatic 
shock. G. E.Surron. Brit. M. J., 1918, ii, 368. [248] 
Further experimental study of surgical shock. F. C. 
Mann. J. Am. M. Ass., 1918, Ixxi, 1184. [248] 


Experimental shock. M. Drespacu. Albany M. Ann., 
i 1918, xxxix, 424. 


Sera, Vaccines, and Ferments 


H Curative serotherapy of gaseous gangrene. P. CuurTrRo. 
i Bull. et mém. Soc. de chir. de Par., 1918, xliv, 1527. 
| Antigangrenous serotherapy by the injection of anti- 
| bellonensis and antivibrion-septic sera. E. MArQguis and 
others. Bull. et mém. Soc. de chir. de Par., 1918, xliv, 

* 3522 
First results of systematic trials of antigangrenous 
serotherapy. P. Duvat and E. VaAucHER. 
ull. et mém. Soc. de chir. de Par., 1918, xliv, 1535. 
___A Wassermann modification. M. SHAWEKER. N. Y. 
M. J., 1918, cviii, 896. 


Blood 


Acidosis and hydrogen-ion concentration. W. M. 
Bayuiss. Brit. M. J., 1918, ii, 375. 248] 

The alkaline and acid functions of the blood; new 
method of evaluating. P. J. Panpo. Semana méd., 
Buenos Aires, 1918, xxv, 595. 

Effects of intravenous injections of artificial sera in 
hemorrhagic animals. C. Ricnet, P. Bropin, and F. 
Saint-Girons. Presse méd., Par., 1918, xxvi, 581. 

Urinary siderosis; hemosiderin granules in the urine as 
an aid in the diagnosis of pernicious anemia, hemochroma- 
tosis, and other diseases causing siderosis ‘of the kidney. 
P. Rous. J. Exp. Med., 1918, xxviii, 645. 


Technique of blood transfusion. RufAuME. Presse 
méd., Par., 1918, xxvi, 582. 

Blood transfusion and resuscitation. E. T. C. MILiican 
and F. L. Naprer. Brit. M. J., 1918, ii, 603. 

Reaction following blood transfusion by the sodium 
citrate method. V. C. Hunt. Texas St. J. Med., 1918, xiv, 
192. [249] 

New methods for blood transfusion and serum therapy. 
F. W. Hartman. J. Am. M. Ass., 1918, Ixxi, 1658. 

Symposium on blood transfusion. P. GOvAERTS, 
J. M. T. Fryney, and T. Turrrer. Arch. de méd.-et 
pharm. mil., Par., 1918, Ixx, 130, 145, 158. 

Blood transfusion in the small town hospital; a plea for 
its more frequent use. W. L. Finton. J. Mich. St. M 
Soc., 1918, xvii, 423. 

Indication for citrated transfusion in war surgery. 
H. Costantini and M. Vicor. Presse méd., Par., 1918, 
Xxvi, 561. 


Blood and Lymph Vessels 


Notes on an outbreak of phlebotomus fever. J. A. 
Hartiey. J. Roy. Army M. Corps, 1918, xxxi, 317. 

Operative statistics of wounds. ALAMARTINE. 
Lyon méd., 1918, cxxvii, 453. 

Gaseous emboli of gluteal artery. VuGurer and JEAN. 
Bull. Acad. de méd., Par., 1918, Ixxx, 377. 

The femoral artery in war surgery. J. H. NICOLL. 
Brit. M. J., 1918, ii, 560. 

A case of ligation of the first part of the left subclavian 
artery. C. BALLANCE. J. Roy. Army M. Corps, 1018, 
xxxi, 417. 

Hypertrophic and adhesive valvulitis as the cause of 
transformation of arteriovenous aneurisms. L. CHEv- 
RIER. Bull. et mém. Soc. de chir. de Par., 1918, xliv, 1519. 

Three cases of arteriovenous aneurisms of the lower 
limb. L. CHEvrter. Bull. et mém. Soc. de chir. de Par., 
1918, xliv, 1514. 

Popliteal arteriovenous aneurism; radical surgical treat- 
ment. M. GuisEppE. Riforma med., Napoli, 1918, xxxiv, 
631. 

Arteriovenous aneurism of Scarpa’s triangle. L. SENCERT. 
Bull. et mém. Soc. de chir. de Par., 1918, xliv, 1605. 


Poisons 


Résumé of results of experiments with Welch’s bacillus. 
C. G. Butt. Arch. de méd. et pharm. mil., Par., 1918, 
Ixx, 198. 

The preventive and curative treatment of gaseous 
gangrene. Sacquépfre. Arch. de méd. et pharm. mil., 
Par., 1918, Ixx, 201. 

Etiology of the gaseous and non-gaseous gangrene of war 
wounds. L. FrorAvANTI. Policlin., Roma, 1918, xxv, sez. 
chir., 313. 

Studies in the antistrychinin power of antitetanic 
Lonpint. Policlin., Roma, 1918, xxv, sez. 
m 

Carbolic acid in tetanus. D. Detrino. N. Y. M. J., 
1918, Cviii, 900. 

The physical factors influencing infection. W. Martin. 
Ann. Surg., Phila., 1918, xviii, 436. [249] 

Multiple infections; a study of the relation of one in- 
fection to another. W. W. Duke. J. Am. M. Ass., 1918, 
Ixxi, 1703. 

Chronic pus foci; common location. W. H. Livermore. 
J. Oklahoma St. M. Ass., 1918, xi, 326. 

Problems of infection. C. H. Mayo. Minnesota Med., 
1918, i, 414. 

The control of focal infections. C. H. Mayo. Dental 
Cosmos, 1918, lx, 963. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


The treatment of mustard gas poisoning. J. FE. 
Mc Donacu. Med. Press, 1918, cvi, 365. 

Anthrax. C. L. Mix. Med. Clin. N. Am., 1918, ii, 587. 

Researches on pus; pyoculture and trypytic reaction. 
B. QuaRELLA and G. VENTURELLI. Gior. d. r. Accad. di 
med., Torino, 1918, Ixxxi, 64. 


Surgical Diagnosis, Pathology, and Therapeutics 


Surgery of accidents. J. C. Wirrtrams. J. Oklahoma St. 
Ass., 1918, xi, 327. 
Modern treatment of burns. F. S. Crinton. J. Okla- 
homa St. M. Ass., 1918, xi, 320. 
Surgical pathology of the present influenza epidemic. 
W. Kennepy. N. Y. M. J., 1918, cviii, 887. 


Experimental Surgery and Surgical Anatomy 

A study of experimental gonococcal infection in animals. 
H. Cutver. J. Urol., 1918, ii, 35 

Experimental pyelitis in the rabbit. H. F. F. Hetmnozz. 
J. Urol., 1918, ii, 395. 

Experimental ‘bacteremia, J. W. McMeans. Arch. 
Int. Med., 1918, xxii, 617. 

Surgical repair of certain tissues by grafts of dead tissue. 
J. Nacrorre and L. SENcERT. Bull. et mém. Soc. de chir. 
de Par., 1918, xliv, 1546. 

P. Rous and J. 


Experimental hemochromatosis. 
Ottver. J. Exp. Med., 1918, xxviii, 629. 


Roentgenology 


A resume of the roentgen findings of 205 chest examina- 
tions at a base hospital in France. E. H. Attison. Am. J. 
Roentgenol., 1918, v, 532. 

Disease of the aorta as shown by fluoroscopic study. 
S. E. Battey. Calif. St. J. Med., 1918, xvi, 490. 

The ‘“penetrating-irradiations sickness.”” A. BE&CLERE. 
Am. J. Roentgenol., 1918, v, 498. 

X-ray in war surgery. R. B. Berrman. Mississippi 
Valley M. J., 1918, xxv, 321. 

Comparative value of radium and roentgen radiation. 
R. H. Boccs. Am. J. M. Sc., 1918, clvi, 690. 

Recent advances in roentgen ray methods. J. M. 
Davison. Am. J. Roentgenol., 1918, v, 495. 

Projectile extraction by the electro-magnet under screen 
control. P. Maucratre. Bull. et mém. Soc. de chir. de 
Par., 1918, xliv, 1485. 

Simple methods of localizing foreign bodies; general; 

e work. D. B. Mc Gricor. Arch. Radiol. & Electro- 

erap., 1918, xxiii, 188. 

Use and abuse of roentgen ray tubes. C. N. Moore. 
Am. J. Roentgenol., 1918, v, 529. 

How to guide the surgeon in the course of an operation 
under X-ray control. T. Nocrer. Arch. d’électric. méd., 
Par., 1918, xxvi, 369. 

form of screen localizer. J. A. Suorren. Arch. 
Radiol. & Electrotherap., 1918, xxiii, 182. 

Report of X-ray work i in an Indian General Hospital 
in, Mesopotamia. J. D. Sincu. Indian M. Gaz., 1918, 

417. 


Hospital, Medicolegal, and Medical Education 


The hospital of the future in Australia. R. ARTHUR. 
Med. J. Australia, 1918, ii, 363. 
The teaching of obstetrics to : ee, J. H. 
M. J., 1918, xxi, 2 
of to A. H. F. 
maser J., 1918, xxi, 274. 


275 
The gy of obstetrics and gynecolo; to under- 
— F. W. N. Hautratn. Edinb. M. J., 1918, xxi, 


280 

Reasons for the present defective education in obstetrics, 
with suggested remedies. E. H. Tweepy. Edinb. M. 
J., 1918, xxi, 283. 

‘Clinical teaching i in midwifery and diseases of women. 
J. S. Farrparrn. Edinb. M. J., 1918, xxi, 286. 

Remarks on the teaching of gynecology. V. Bonney. 
Edib. M. J., 1918, xxi, 290. 

The teaching of clinical gynecology. N. T. Brewis. 
Edinb. M. J., 1918, xxi, 291. 

The teaching of obstetrics and gynecology. J. H. 
Fercuson. Edinb. M. J., 1918, xxi, 294. 

Some neglected fields in medicine and their relation to 
general practice. J. W. Botton. J. Missouri St. M. Ass., 
1918, xv, 399. 

The question of a national medical service. W. A. BREND. 
Practitioner, Lond., 1018, ci, 271. 

The instructor of nurses in the training school. A. M. 
Brock. Trained Nurse & Hosp. Rev., 1918, Ixi, 275. 

Wartime problems of hospitals and training schools for 
nurses. E. M. Dayis. Trained Nurse & Hosp. Rev., 
1918, lxi, 278. 

National health insurance. P. H. Bryce. 
M. J., 1918, xxv, 808. 

Hospital laboratories. M. Kann. Interst. M. J., 1918, 
xxv, 830. 

Need of a well equipped laboratory in connection with 
the State Board of Health. W. A. Crarx. J. Missouri 
St. M. Ass., 1918, xv, 305. 

Health insurance. W. F. Donatpson. Penn. M. J., 
1918, xxii, 62. 

Clinical research in United States Army Base Hospital. 
W. C. Gorcas. Med. Clin. N. Am., 1918, ii, 313. 

Theodore Caldwell Janeway; biography. A. 
Boston M. & S. J., 1918, clxxix, 597. 

New York State’s problem of the care of the feeble- 
minded. W. B. James. N. Y. M. J., 1918, cviii, 753. 

Health insurance. J. B. McAtisTer. Penn. M. , & 
1918, xxii, 58. 

Health insurance. F. L. VAN Sickie. Penn. M. J., 
1918, xxii, 63. 

Health insurance; its medical and hospital aspects. 
J. A. Lapp. Interst. M. J. +, 1918, xxv, 815. 

Health administration in cities of less than Bd 
thousand population. D. B. Armstronc. J. Am. M x 
1918, lxxi, 1458. 

M unicipal health administration; general considerations. 
E. C. Levy. J. Am. M. Ass., 1918, Ixxi, 1457 

Small hospitals in rural districts; their benefit to the 
laity and physician. N. I. STEBBINS. J. Missouri St. 
M. Ass., 1918, xv, 402. 

Consideration of the specialist’s relation to the Am- 
erican Medical Association. G.StupER. J. Am. M. Ass., 
1918, Ixxi, 1785. 

The moving picture as a method of teaching, especiall 
adaptable to the postgraduates. R. T. TayLor. Am. iL 
Orthop. Surg., 1918, xvi, 414 

The evolution of the vaheneney hospital and its future. 
W. T. Tuomas. Brit. M. J., 1918, ii, 547. 


Interst. 


An English orthopedic hospital. C. M. ALLABIN. 
Mil. Surgeon, 1918, xliii, 200 [249] 

The Edward L. Trudeau Institution in France. W. C. 
Wuirte. Interst. M. J., 1918, xxv, 850. 

Importance of side instruction in the teaching of 
——- F. H. Wriutams. J. Am. M. Ass., 1918, 

xi, 1541 


P. economics of medical organization. H. B. Younc. 
Am. Med., 1918, xiii, 738. 


276 


MILITARY 


The nature of surgical shock and Henderson’s theory 
of acapnia. A.O. DE Atmema and M. O. De AtMema. 
J. Am. M. Ass., 1918, Ixxi, 1710. 

Symptoms of organic extracts and simple contusion in 
joo injuries. M. Cuaton. Progrés méd., Par., 1918, p. 


rr in war surgery. CASTELLANI. Arch. de 
méd. et pharm. mil., Par., 1918, Ixx, 186. 

_ surgery. E. S. Jupp. J.-Lancet. 1918, xxxviii, 

"Poxic gases in modern warfare, with special reference 
to diagnosis and treatment. G. W. Norris. J. Am. M. 
Ass., 1918, Ixxi, 1822. 

The importance of selection in evacuating the wounded 
in war surgery. E. QuéNu. Bull. et mém. Soc. de chir. 
de Par., 1918, xliv, 1500. 

War a school of surgery. S. Smiru. N. Y. St. J. Med., 
1918, xviii, 439. 

Gaseous gangrene among the wounded in 1918. SrEuR 
and Mercier. Bull. Acad. de méd., Par., 1918, Ixxx, 
394. 

Neuroses among returned soldiers; types and indications. 
C. B. Farrar. Boston M. & S 4 1918, clxxix, 615. 

Motor neuroses; post-traumatic and other. J. M. 
Taytor. Am. Med., 1918, xiii, 721. 

The psychoneuroses of the war. 
Med. Rec., 1918, xciv, 881. 

Notes on war surgery from the Indian Troops War 
Hospital, Dehra Dun. N. Reaper. Indian M. Gaz., 
1918, liii, 401. 

Report of the conference on surgery in battle areas. 
G. W. Crime. War Med., Par., se ii, 293. 

Medical news from the front. C. G. Cumsron. N. Y. 
M. J., 1918, cviii, 771, 818. 

The work of the draft boards. J. R. Barper. Colorado 
Med., 1918, xv, 267. 

Some notes on the draft examination. A. O'REILLY. 
Am. J. Orthop. Surg., 1918, xvi, 433. 

Types of men as observed’ among recruits. J. M. 
TayLor. Boston M. & S. J., 1918, clxxix, 646. 


H. WAKEFIELD. 


INTERNATIONAL ABSTRACT OF SURGERY 


SURGERY 


The tuberculosis of war. C. Ortatt. Gazz. med. di 
Roma, 1918, xliv, 142. 

Tuberculosis examination methods in the army. I. S. 
Kaun. South. M. J., 1918, xi, 727. 

The physical and mental training of convalescents at 
the base hospital, Camp Zachary Taylor, Kentucky. 
S. J. Mevers. Mil. Surgeon. 1918, xliii, 497. 

The hospitals of the American Expeditionary Forces. 
C. H. Peck. Ann. Surg., Phila., 1918, Ixviii, 463. 

Annual report of the Roentgen Ray Department, 
Army Medical School. H. E. Asupury. Am. J. Roent- 
genol., 1918, v, 520. 

Function of a base hospital in a national army canton- 
=_ C. FrotaincHaM. Med. Clin. N. Am., 1918, ii, 


en on the actual working of our camp hospitals. 
G. Baccro. Clin. chir., Milano, 1918, xxv, 449. 

Nurses in war time. E. R. Winc. Minnesota Med., 
1918, i, 428. 

The nation’s need of doctors and nurses for the army. 
Colorado Med., 1918, xv, 271. 

The ambulance airship. N. W. SHarpe. Ann. Surg., 
Phila., 1918, Ixviii, 526. 

Methods of faces disposal and fly prevention in the 
French Army. O. Monop. War Med., Par., 1918, ii, 324. 

Methods of faces disposal and fly prevention in the 
ey Army. F. P. Joscetyne. War Med., Par., 1918, 


™ Methods of faces disposal and fly prevention in a divi- 
sion. J. W. Gressincer. War Med., Par., 1918, ii, 333. 

Methods of faces disposal and fl y prevention in a base 
section. H. C. Copurn. War Med., Par., 1918, ii, 339. 

Surgical organization of the French coe Dicort. 
Arch. de méd. et pharm. mil., Par., 1918, lxx, 2 

The army medical corps. J. DOERING. “{ilinois M. 

., 1918, XXXiv, 250. 

”’Roentgenological service in a British evacuation hos- 
pital. W. C. Hitt. Am. J. Roentgenol., 1918, v, 525. 

The curse of immobilization. J. W. Dowpen. Brit. 
M. J., 1918, ii, 570. 


GYNECOLOGY 


Uterus 


Corrective treatment of congenital cervical stenosis and 
uterine anteflexion with the Iribarne apparatus. J. Irt- 
BARNE. Rev. argent. de obst. y ginec., Buenos Aires, 1918, 
ii, 293. (251 

Some observations on the nature of cancer, with special 
reference to uterine disease. H. CrutcHer. Med. Rec., 
1918, xciv, 895. 

Radium in the treatment of uterine cancer, with case 
reports. R. Duncan. Calif. St. J. Med., 1918, xvi, 497. 

Radium in fibroid tumors. A. C. CowPpERTHWAITE. 
Pacific Coast J. Homceop., 1918, xxix, 551. 

The X-ray treatment of uterine fibroids. H. J. KrEutTz- 
MANN. Calif. St. J. Med., 1918, xvi, sor. 

Red degeneration of fibroids during and following preg- 
— H. Am. J. Obst., N. Y., 1918, 
Chorio-epithelioms. H.R. Texas St. J. Med., 

1918, xiv, 253. 


Gonorrhceal infection of the uterus. J. S. Harrrorp. 
J. Oklahoma St. M. Ass., 1918, xi, 364. 

The surgical cure of uterine prolapse. H. P. CostoBabIE. 
Brit. M. J., 1918, ii, 370. [251] 

Sterility due to retrodisplacement of uterus; non- 
operative and operative treatment. E. L. Dorsett. 
J. Missouri St. M. Ass., 1918, xv, 350. 

The retroverted uterus. M. Mc Autay. Pacific Coast J. 
Homceop., 1918, xxix, 562. 

The use of the pessary. E. L. Heri. Internat. 5. 
Surg., 1918, xxxi, 366. 


Adnexal and Periuterine Conditions 


Salpingo-ovaritis; syphilis in the adnexal processes. 
C. A. CAsTANo. Semana méd., Buenos Aires, 1918, xxv, 


520 
Observations on cystocele; with special reference to its 
og and cure. F.S. BARNARD. Pacific Coast J. Hom- 
., 1918, xxix, 580. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Pathogenesis and pathology of phlegmons of the broad 
ligament. C. A. Castano. Rev. Univ. de Buenos Aires, 
1918, xv, 219. 

Solid tumors of the broad ligament. M.Srerraty. Semana 
méd., Buenos Aires, 1918, xxv, 491. 


External Genitalia 
Venereal warts due to gonorrhoea in women. A. S. 
JEAGER. Mississippi Valley M. J., 1918, xxv, 325. 
The radical treatment of genital prolapse in women by 


277 


suture of the levators and urogenital supports above the 
vagina. SALVA Mercapé&. Bull. Acad. de méd., Par., 1918, 
Ixxx, 169. [252] 


Miscellaneous 


Actual tendencies in gynecologic drainage. M. O. 
Cruzapo. Crén. méd., Lima, 1918, xxxv, 262. 


Vaginal drainage in pelvic cases. F. Hincney. J. 
Missouri St. M. Ass., 1918, xv, 356. [252] 
Gonorrhcea in women. J. L. Courtricut. Northwest 


Med., 1918, xvii, 318. 


OBSTETRICS 


Pregnancy and Its Complications 


Early diagnosis of pregnancy; the Abderhalden and 
Kolmann reactions. D. Lono. Gac. méd. de Cardcas, 1918, 
XXV, 221. 

Two and one-half years’ experience with the conservative 
treatment of eclampsia. R. Mc Puerson. N. Y. St. J 
Med., 1918, xviii, 395. [253 
Why cesarean section. A. B. Somers. Med. Herald, 
1918, xxxvii, 285. 

Cesarean section. G. W. Dopsin. W. Virg. M. J., 1918, 
xii, 166. 

Observations on uterine suture in cesarean sections. 
S. DELLA CutAje. Riforma med., Napoli, 1918, xxxiv, 646. 

Is cesarean section justifiable in pe em and placenta 
previa? G. L. Bropneap. N. Y. St. J. Med., 1918, 


Some remarks on the relationship of syphilis to abortion, 
miscarriage, and fotal abnormalities. F. L. Aparr. 
Am. J. Obst., N. Y., 1918, lxxviii, 678. 

Placenta previa. J. J. DE LA MuELA. Rev. de med. y 
cirug. préct., Madrid, 1918, cxxi, 161. 

Calculus ‘cholecystitis complicating a five months’ 
pregnancy. E. Stincer. Rev. de med. y cirug., Habana, 
1918, xxili, 681. 

Angular pregnancy. C. MOENCKEBERG. Rev. Asoc. 
méd. argent., Buenos Aires, 1918, xxix, 69. (253 

Acute endocarditis in pregnancy. G. S. CAMERON. 
Canad. M. Ass. J., 1918, viii, 891. 254 

Renal complications of pregnancy from the standpoint of 
= H. G. Buceee. J. Am. M. Ass., 1918, Ixxi, 

due to infection. FE. L. Cornett. Illinois 
M. J., 1918, xxxiv, 266. 


Labor and Its Complications 


The test of labor. G. KamperMAN. J. Mich. St. M. Soc., 
1918, xvii, 434. 


A few avoidable errors. R. H. Mac Narr. N. Y. M. J., 
1918, cviii, 767. 

Treatment of uterine ruptures. F. Macatnags. Brazil- 
méd., 1918, xxxii, 341. 

The treatment of malpositions and ciara 
R. Jarpine. Glasgow M. J., 1918, viii, 25 

Pubiotomy. H. A. STEPHENSON. Calif, St. J. Med., 
1918, xvi, 457. [254] 


Puerperium and Its Complications 


A case of postpartum eclampsia. T. ABBE. Am. J. 
Obst., N. Y., 1918, Ixxviii, 739. 

Postpartum shock. S. E. BerMann. Semana méd., 
Buenos Aires, 1918, xxv, 482. 

Endocarditis and emboli in the puerperium and in 
gynecologic diseases. A. GractA. Rev. Ibero-Am. de 
cien. med., Madrid, 1918, vol. xl. 


Miscellaneous 


Treatment of antenatal and postnatal syphilis. J. ADAMs. 
Brit. M. J., 1918, ii, 541. 

The growth and pathology of twins. 
Riv. di clin. pediat., Firenze, 1918, xvi, 474. 

A double-headed foetus. F.C. Lintra. Semana méd., 
Buenos Aires, 1918, xxv, 528. 

The relative morbidity of breast and bottle fed infants. 
H. M. McCrananan. Arch. Pediat., 1918, xxxv, 653. 

Multiple vascular anomalies of the great vessels in a 
newborn child. E.H. Norris and L.M. Mirrer. Am. J. 
Obst., N. Y., 1918, Ixxviii, 668. 

Conservative and radical methods of treatment in 
obstetrics. A. Frnt. Am. J. Obst., 1918, xxviii, 708. 

Obstetric morbidity. W. A. FowLer. J. Oklahoma St. M. 
Ass., 1918, xi, 345. 

Hydatiform degeneration, with over 
150 new cases. A. W. Meyer. Am. J. Obst., N. Y., 
1918, lxxviii, 641. [255] 


A. Borrino. 


GENITO-URINARY SURGERY 


Kidney and Ureter 


Diagnosis of stone in the kidney and ureter. J. H. WHITE. 
J. Oklahoma St. M. Ass., 1918, xi, 323. 

Unusual shadows in X- -ray pictures in nephrolithiasis, 
suggesting ureter concretions. G. Nystrom. Nord. med. 
Ark., Stockholm, 1918, li, Kirurgi, 158. 

Two instances of kidney calculi; one exhibiting a sequela 


of primary carcinoma and the other of persistent sinus 
formation from the ureter to the  “ocre J. E. Davis. 
J. Mich. St. M. Soc., 1918, xvii, 387. (256) 

Cases of kidney calculus observed at an urologic center. 
Rocuet and Bovutounerx. J. d’urol., Par., 1918, vii, 


Bilateral renal calculi with enterovesical fistula. A. E. 
Briurncs. Ann. Surg., Phila., 1918, Ixviii, 541. 


278 INTERNATIONAL ABSTRACT OF SURGERY 


Serous cysts of the kidney. R. Moria. Prog. de los 
clin., Madrid, 1918, vi, 85. 

Hydatid cysts of the kidney. E. Loumeavu. Gaz. 
hebd. d. sc. méd., Bordeaux, 1918, xxxix, 156. 

Tuberculosis of the kidney. S. W. Scuaprra. J. So. 
Car. M. Ass., 1918, xiv, 285. 

A case of tuberculous pyonephrosis. T. L. MENDEz. 
Semana méd., Buenos Aires, 1918, xxv, 470. 

The care after nephrectomy for renal tuberculosis. 
LEGUEU. Rev. gén. de clin. et de thérap., Par., 1918, 
xxxii, 696. 

Pyelonephritis. H. Cutver. Surg. Clin. Chicago, 1918, 
ii, 797. [257] 

Bean-shaped double kidney; rare type of dystopia and 
fusion. A. R. Fetty. J. Urol., 1918, ii, 421. 

The co-existence of renal and genital anomalies. P. 
Guizzett1. Riforma med., Napoli, 1918, xxxiv, 646. 

Pyelographic picture of an ectopic kidney with kidney 

= communication. G. Nystrom. Nord. med. Ark., 

ockholm, 1918, li, Kirurgi, 156. 

“A study of the efficiency of an alkali to protect the nat- 
urally a kidney against the toxic effect of an 
anwsthetic. W. de B. MacNiper. J. Exp. Med., 1359) 


XXViii, 517. 
Ureteral calculi oueinns ptomless after a nephrec- 
tomy for pyonephrosis. ystrom. Nord. med. Ark., 


Stockholm, 1918, li, 120. 

Permeability of the ureters after extraction of tightly 
impacted calculus. G. Nystrom. Nord. med. Ark., 
Stockholm, 1918, li, Kirurgi, 125. 

Stenosis of the ureter caused by appendicitis. G. 
Nystrom. Nord. med. Ark., Stockholm, 1918, li, Kirurgi, 
199. 
Acquired stricture of the lower end of the ureter. R. H. 
Hersst. J. Am. M. Ass., 1918, Ixxi, 1722. 


Bladder, Urethra, and Penis 


Surgery versus radium in the treatment of carcinoma 
of the bladder. B. S. Barrincer. N. Y. St. J. Med., 
1918, xviii, 436. 

Ureterocystostomy in bladder carcinoma. G. Nystrom. 
Nord. med. Ark., Stockholm, 1918, li, Kirurgi, 129. 

Diverticula of the bladder. E. S. ‘Jupp. Ann. Surg., 
Phila., 1918, Ixviii, 298. 260) 

Ectopia of the urinary bladder in an infant. J. Epsrein. 
Med. Times, 1918, xlvi, 281. 

Two cases of extrophy of the bladder. ARQUELLADA. 
Rev. de med. y cirug. préct., Madrid, 1918, cxxi, 150. 

Immediate treatment of bladder war wounds. 
Tuévenot. Lyon méd., 1918, cxxvii, 508. 

Treatment of bladder war wounds with projectile re- 
maining in the bladder. G. Lusena. Riforma med., 
Napoli, 1918, xxxiv, 699. 

Repair of an ureteral defect by a plastic operation on 
the bladder wall. G. Nystrom. Nord. med. Ark., Stock- 
holm, 1918, li, Kirurgi, 142. 

Urethral calculi. C. C. Mares. Am. J. Surg., 1918, 
xxxii, 260. 

A unique type of urethral obstruction. A. B. CxciL. 
J. Urol., 1918, ii, 379. 

Diverticula of the female urethra. J. C. Nee. Calif. 
St. J. Med., 1918, xvi, 494. 

; Technique, ancient and modern, in the treatment of 
cific urethritis. R. H. MacNarr. Med. Times, 1918, 
xlvi, 283. 

Impassable traumatic stricture of the deep urethra. 
T. T. THomas. Ann. Surg., Phila., Ixviii, 539. 
' Treatment of stricture of the urethra. C. W. BETHUNE. 
Am. J. Surg., 1918, xxxii, 265. 


Technical errors in the operative treatment of urethral 
L. E. Scummpr. Surg. Clin., Chicago, 
ii, 815. 

Repair of urethral defects by tubular grafts of vaginal 
mucosa. F. Lecuev. J. Urol., 1918, ii, 369. 

Classification of the disturbances of sphincteric control 

resulting from wounds and contusions of the lumbosacral 


region. F. CATHELIN. J. Urol., 1918, ii, 329. [261] 
Acase of urethrectomy. H. Buttocu. Med. J. Australia, 
1918, ii, 429. 


Carcinoma of the penis with enormous elephantiasis 
of one V. Sroppato. Clin. chir., Milano, 1918, xxv, 
45 


Genital Organs 


The treatment of genital tuberculosis in the male. 
W. C. Quinsy. J. Am. M. Ass., 1918, Ixxi, 1790. 

Scrotal elephantiasis. Commes and CrEMER. Bull. 
Soc. path. exot., Par., 1918, xi, 714. 

The etiology and treatment of testicular neuralgias 
caused by adhesive vaginalitis. I. N. Posapos. Semana 
méd., Buenos Aires, 1918, xxv, 137. [262] 

The treatment of acute phe epididymitis by 
normal horse serum. R. A. Brown. Glasgow M. J., 1918, 
Vili, 280. 

Varicocele. Dewpet. Rev. gén. de clin. et de thérap., 
Par., 1918, xxxii, 705. 

Seminal vesiculotomy i in the treatment of gonorrhceal 
——” J. R. Ditton. Calif. St. J. Med., 1918, 
xvi, 

the a of the verumontanum; a study of the 
origin and development of its inherent glandular elements. 
E. M. Watson. J. Urol., 1918, ii, 337. 

The development of the human verumontanum. E. M. 
Watson. Bull. Johns Hopkins Hosp., 1918, xxix, 241. 

Observations on hypertrophy of the prostate gland. 
L. Sexton. Interst. M. J., 1918, xxv, 824. 

Important points a to the surgical treatment of 
prostatic hypertrophy. A. J. Ocusner. Ann. Surg., 
Phila., 1918, Ixviii, 522. 

Calculus of the prostate. G. F. Lypston. Am. J. Surg., 
1918, xxxii, 257. 

Fibroma’ of the prostate. Loumeau. J. de méd., 
Bordeaux, 1918, Ixxxix, 301. 

The silent prostate. J. A. GARDNER. J. Am. M. Ass., 
1918, Ixxi, 1636. 

Ergot and the prostate. O. Y. Murpuy. Practitioner, 
Lond., 1918, cl, 291. 

Prostatic enucleation. L. RosENwALD. J. Missouri 
St. M. Ass., 1918, xv, 385. 

Prostatectomy. F. STEWART. Illinois M. J., 1918, 
XXxiv, 263. 

Perineal prostatectomy. J. Crawrorp. J. Iowa St. 
M. Soc., 1918, viii, 355. [262] 


Miscellaneous 


Diagnoses in genito-urinary surgery. A. A. McCon- 
NELL. Boston M. & S. J., 1918, clxxix, 589. 

The clinical aspects of hematuria. C. S. Hirscu. 
Therap. Gaz., 1918, xxxiv, 768. 

Urinary fistu . Lecuru. Rev. gén. de clin. et de 
thérap., Par., 1918, xxxii, 712. 

Acute colon bacillus ‘infection of the urinary tract. 
J. D. Barney. J. Am. M. Ass., 1918, Ixxi, 1642. 

Extravasation of urine. W. "E. KEANE. J. Mich. St. 
M. Soc., 1918, xvii, 429. 

Consideration of the methods for demonstrating tubercle 
bacilli in the urine. E. M. Watson. Am. J. M. Sc., 
1918, clvi, 636. 


BIBLIOGRAPHY OF CURRENT LITERATURE 279 


Genito-urinary tuberculosis in children. KrrMisson. 
Rev. gén. de clin. et de thérap., Par., 1918, xxxii, 641. 

Blood-pressure and kidne function findings in ortho- 
static albuminuria. E. H. Mason and R. J. Erickson. 
Am. J. M. Sc., 1918, clvi, 643. 


SURGERY OF THE 


Eye 


yay re :* of three interesting cases of eye injury. 
D. Roy. -, 1918, cviii, 898. 

changes following injuries to the 
eye. E. Jackson. Am. J. Ophth., 19:8, iii, 776. 

Ocular symptoms with eye wounds. F. TeRRIEn. Paris 
méd., 1918, viii, 277. 

Treatment of intra-ocular foreign bodies at a base hos- 
a in France.. H. P. Gres, F. A. Jurer, and R. F. 

oorE. Brit. J. Ophth., 1918, ii, 564. 

Prognosis and treatment of ocular wounds with pene- 
tration of foreign bodies. H. FRENKEL. Arch. d’opht., 
Par., 1918, xxxvi 193. (264) 

The value of accurate localization of foreign bodies in 
theeye. J.R.Horrman. Illinois M. J., 1918, xxxiv, 260. 

Localization of a foreign body in the eye. A. H. Prrre. 
Arch. Radiol. & Electrotherap., 1918, xxiii, 169. 

Removal of foreign bodies in the eye. R. A. BLACK. 
Med. Summary, 1918, xl, 272. 

The management of certain intractable lid conditions. 
M. Brack. J. Am. M. Ass., 1918, Ixxi, 1627. 

Variations in the activity of the ciliary muscles. G. F. 
ALEXANDER. Brit. M. J., 1918, ii, 571. 

Pages sag findings in a case of coralliform cataract, 
with remarks on congenital cataracts in general. : 
VerHoErF. Arch. Ophth., 1918, xlvii, 558. 

Cataract in retinitis pigmentosa; its pathology and 
treatment. A. Knapp. Arch. Ophth., soak, xlvii, 612. 

Operation for senile cataract. F.Attport. N. 'y. M. 
J., 1918, cviii, 841. 

Inequality of the pupils. T.S. Barre. Brit. M. J., 
1918, li, 514. 

Annular lens opacity following contusion bulbi; the 
report of a case and a theory relative to its formation. 
P. D. BerrtsForp. Arch. Ophth., 1918, xlvii, 616. 

Observations as to the relation of lues to ocular path- 
ology. J. M. Brackwoop. Am. J. Ophth., 1918, i, i. 

A case of evulsion of the optic nerve. E. M. BLAKE. 
Arch. Ophth., 1918, xlvii, 567. 

Unrecognized chronic simple glaucoma. E. J. Brown. 
Am. J. Ophth., 1918, i, 780. 

A case of glaucoma treated by sclerocorneal trephining. 
A. E. J. Lister. Brit. J. Ophth., 1918, ii, 560. 

Neurofibromatosis of the orbit. C.A.CAMPBELL. Am. 
J. Ophth., 1918, i, 560. [264] 

Histology and pathology of the superstructures of the 
lid in trachoma, and treatment. E. H. Cary. J. Am. 


M. Ass., 1918, Ixxi, 1647. 

Ocular headache. J. W. Cuartes. J. Am. M. Ass., 
1918, Ixxi, 1711. 

Case of infantile dacryocystitis. F.T.Ciark. Am. J. 
Ophth., 1918, i, 785. 

Glioma of the retina, with report of three cases treated 
with radium. R. Duncan. Am. J. Ophth., 19 eal 


15 

Preudo-membeanous keratoconjunctivitis of pneumo- 
— origin. Dururet. Ann. d’ocul., Par., 1918, clv, 
52 


Urinary surgery of war. R. Morta. Siglo méd., Madrid, 
1918, lxv, 873. 

Description of some new instruments in operative 
cystoscopy. B. Lewis. J. Am. M. Ass., 1918, Ixxi, 
1797. 


EYE AND EAR 


Inertia of adjustment for seeing at different distances. 
C. E. Ferree and G. Rano. Am. J. Ophth., 1918, i, 764. 

Tower skull with double .optic nerve atrophy. M. 
GoLpENBuRG. Am. J. Ophth., 1918, i, 760. 

The pathogenesis of ophthalmia eczematosa. M. 
GortpENBURG. Illinois M. J., 1918, xxxiv, 272. 

A consideration of the etiology of phlyctenular disease 
of the eye. H. F. HANSELL. R is. Child., 1918, 
xvi, 262. (264 

Ocular affections dependent upon disease of the tonsils; 
two cases. H. F. Hansetn. Arch. Ophth., 1918, xlvii, 

72. 

Plasmoma of the conjunctiva. K. Hiwatari. Am. J. 
Ophth., ror8, i, 719. (264 

Diagnostic value of eye-ground appearances in neph- 
ritics. J. A. Kearney. N. Y. M. J., 1918, cviii, 803. 

The treatment of prolapse of the iris. A.M. Ramsay. 
Brit. J. Ophth., 1918, ii, 554. 

Tuberculoma of the iris. T. A. Mutcany and 5. 
Ewinc. Am. J. Ophth., 1918, i, 757. 

Tridotasis, with a report of two cases. F. B. KELLoGG. 
Pacific Coast J. Homceop., 1918, xxix, 574. 

Acute bilateral retro ulbar neuritis of septic origin, 
resulting in rapid and complete loss of vision. W. E. 
Lamsert. Arch. Ophth., 1918, xlvii, 600. 

Unilateral inheritance; loss of the hereditary correlation 
between the two halves of the body, the pair organs, and 
especially the eyes. A. Lutz. Arch. Ophth., 1918, 
xlvii, 587. 

The detection and measurement of latent ocular devia- 
tions. F.W. Martow. N. Y. M. J., 1918, cviii, 936. 

Epithelioma of internal angle of the left eye cured 7 
roentgen rays. M. Maurizio. Riforma med., Napoli, 
1918, xxxiv, 680. 


The eyes and ears of soldiers in Egypt. L. J. C. 
MitcHett. Med. J. Australia, 1 9x8, ii, 365. 
A mixed tumor o the lachryma idued. A. O. Princst. 


South. M. J., 1918, xi, 587. 
Obstruction of the lachrymonasal duct. 
Northwest Med., 1918, xvii, 298. 
Discussion of the treatment of otosclerosis from an 
Illinois M. J., 


[265] 
T. W. KEtsey. 
[265] 


etiological standpoint. H. L. Potnock. 
1918, xxxiv, 268. 

Report of four cases of orbital tumors successfully 
removed with preservation of vision through an orbital 
incision along the external orbital rim. W. C. Posry. 
Arch. Ophth., 1918, xlvii, 551. 

Some observations on the restoration of the orbital 
socket. P. N. K. Schwenk and W. C. Posry. Arch. 
Ophth., 1918, xlvii, 576. 

Bacterial toxin as a cause of retinal hemorrhage. A. S. 
TENNER. J. Am. M. Ass., 1918, lxxi, 1650. 

The rational etiology and satisfactory by mage of 


W.R. Tompson. J. Am. M. Ass., 1918, 
Siderosis bulbi. F. H. Vernorrr. Brit. J. Ophth., 
1918, ii, 571. 


Congenital fistula of the lacrymal sac. W. B. WEIDLER. 
N. Y. M. J., 1918, cviii, 944. 


280 INTERNATIONAL ABSTRACT OF SURGERY 


Tuberculin in diseases of the eye. J. E. WEEKs. Am. 
J. Ophth., 1918, i, 753. 

Paralytic strabismus cured by simple operative pro- 
cedure. J.S.Wyter. Am. J. Ophth., 1918, i, 783. 

Hysterical disorders of vision. L. R. VEALLAND. Brit. 
J. Ophth., 1918, ii, 545. 

The etiology of hereditary optic nerve atrophy; report 
of two cases with interesting X-ray findings. W. ZENT- 
MAYER. Arch. Ophth., 1918, xlvii, 627. 

Modern antisepsis in ocular surgery. R. Gutrat. Rev. 
de med. y cirug., Habana, 1918, vol. xxiii. 


Ear 
Acute ear cases in general practice. H.W. CHAMPLIN. 
Hahneman Month., 1918, liii, 679. 
Some points of interest in tests of labyrinthine function, 
C. Graer. Laryngoscope, 1918, xxviii, 811. 


A case of labyrinthal meningitis, with suggestions for a 
new labyrinth operation. A. Kann. Med. Rec., 1918, 
XCiv, 930. 

Answer to opponents of the radical mastoid operation. 
W. C. Bowers. Laryngoscope, 1918, xxviii, 790. 

The modern mastoid operation. J.J. Ky1e. Laryngo- 
scope, 1918, xxviii, 805. 

Indications for the simple and radical mastoid operation. 
A. O. Princst. Internat. J. Surg., 1918, xxxi, 359. 

Some aspects of deafness. oad 'E. Perkins. Trained 
Nurse & Hosp. Rev., 1918, lxi, 27 

Some cases of thrombophlebitis of the lateral sinus of 
otitic origin. G. RAncoute and G. Burcugs. Rev. de 
laryngol., etc., Par., 1918, Xxxix, 485. 

Ablation of the labyrinth in a case with Méniére’s symp- 
toms. C. Yorke. Brit. M. J., 1918, ii, 420. 

Extemporized ear = and mirror. A.R.RENDLE. 
Brit. M. J., 1918, ii, 60 


SURGERY OF THE NOSE, THROAT, AND MOUTH 


Nose 


The necessity for prompt management of fractures of 
the nose. L. Conen. Mil. Surgeon, 1918, xliii, 506. 

Destruction of the physiological function after operations 
on the nose and throat. W.I'reupentHAL. N.Y.M. J., 
1918, eviii, 797. 

The bacillus influenze in sinusitis ie meningitis. G. 
R. Lacy. J. Lab. & Clin. Med., 1918, iv, 55. 

Nasal complications of epidemic "influenza. G. W. 

‘MackenziE. N. Y. M. J., 1918, cviii, 885. 

Demonstration of bacillus meningitidis in the adenoid 
tissue of the nasopharynx. J. D. Aronson and S. A. 
FRIEDBERG. Mil. Surgeon, 1918, xliii, 546. 

The present status of the operative treatment of chronic 
frontal sinusitis. —T.W. Moore. J. Am. M. Ass., 1918, 
Ixxi, 1811. 

Studies of roentgenograms of the accessory nasal sinuses 
with a description of a new method of taking such pictures; 
Sa note. M. Uncrr. J. Am. M. Ass., 1918, 

xi, 1555 

Surgical treatment of frontal sinusites without external 
scar. J. Bourcurt. Bull. Acad. de méd., Par., ‘1918, 
Ixxx, 378. 


Throat 


A diagnostic study of conditions in the throat _ 
produce dyspnoea, with report of a case. A. J. BELL. 
Arch. Pediat., 1918, xxxv, 661. 

Enucleation of diseased tonsils; evidences of its efficiency; 
measures that facilitate its most perfect accomplishment. 
J. L. Davis. Therap. Gaz., 1918, xxxiv, 761. 

Removal of tonsils and adenoids under local anesthesia. 
F. O. Lewis. Therap. Gaz., 1918, xxxiv, 767. 

Diseased tonsils and focal infection. H. RopMAN. 
N. Y.M. J., 1918, cviii, 

Tonsil operations and local anesthesia. S. M. Suara. 
Therap. Gaz., 1918, xxxiv, 767. 

Early diagnosis of intralaryngeal carcinoma. D. B. 
Detavan. N. Y. St. J. Med., 1918, xviii, 360. [266] 

Acromegaly of the larynx. C. Jackson. J. Am. M. 
Ass., 1918, Ixxi, 1787. 

Tubercular laryngitis. 
Napoli, 1918, xxxiv, 686. 

Retropharyngeal abscess. M. P. Borsincer. N. Orl. 
M. &S. J., 1918, Ixxi, 240. 


V. Grazzt. Riforma med., 


Mouth 


Focal infection in the mouth, nose, and throat. A. W. 
Morse. J.-Lancet, 1918, xxxviii, 620. 

Mouth infection as a source of systemic disease, B. A. 
Murray. Canad. M. Ass. J., 1918, viii, 988. 

Roentgenographic studies of tissues involved in chronic 
mouth infections. A.D. Brack. J. Am. M. Ass., 1918, 
1270. 

Cancer of the oral cavity, jaws, and throat; treatment 
by electrothermic methods or in combination with surgery, 
the roentgen ray and radium, with an analysis of 200 cases 
so treated. W. L. Crarkx. J. Am. M. Ass., 1918, Ixxi, 
1365. [266] 

Cancer of the oral cavity. L. D. Butxiey. Dental 
Cosmos, 1918, Ix, 774. 

Nature’s tolerance and compensating adjustments as 
they relate to oral restoration. J. K. Burcrss. Dental 
Cosmos, 1918, lx, 986. 

Orificial lues. W.P.Cunntncuam. M. J., 1918, 
eviii, 851. 

Gingival septicopyemia. W.F. Dutron. Med. Rec., 
1918, xciv, 893. 

Microscopic studies of diseased peridental tissues. 
E.H. Harton. J. Am. M. Ass., 1918, Ixxi, 1549. 

Consideration of some dental ‘anomalies. C. J. Lyons. 
J. Mich. St. M. Soc., 1918, xvii, 370. 

Cheilorrhaphy, its indication and results in atypical 
cheiloplasties. H. Morestin. Bull. Acad. de méd., Par., 
1918, Ixxx, 372. 

How far can a tooth be moved without destroying the 
~ F. C. Ropcers. Internat. J. Orthodontia, 1918, 
iv, 620. 

Muscle training and its relation to orthodontia. A. P. 
Rocers. Internat. J. Orthodontia, 1918, iv, 555. 

Some complications that may accompany dentition. 
she M. Witttams. J. Oklahoma St. M. Ass., 1918, xi, 


gingivitis with alveolar involvement; a 
new surgical procedure. A. ZENTLER. J. Am. M. Ass., 
1918, Ixxi, 1530. 

Lingual decortication for leucoplakia under local anes- 
thesia. L.CHeEvrIER. Bull. et mém. Soc. de chir. de Par., 
1918, xliv, 1550. 

Fracture of the hyoid bone. W.W. Pearson. J. Iowa 
St. M. Soc., 1918, viii, 395. 


b 
0! 
b 
b 
be 
in 
lil 
re 
tr 
th 
m 
be 
wl 
ur 
sti 
su 
Pr 
a 
no 
TI 
an 
It 
be 
alr 
bir 
pri 
| eal 
| litt 
| 


